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At this time I wish to thank the members of the association for the 
opportunity which has been given me to serve as its president. I am 
deeply conscious of the responsibilities associated with this honor and 
trust that the sixty-second meeting of the association will meet the high 
standards of previous sessions. 

Teaching interest in dermatology until recent years has been cen- 
tered chiefly on the undergraduate aspects. In the past decade, how- 
ever, attention has been focused on the training of postgraduate students. 
This change obviously has been the result of two factors: the increasing 
number of physicians desiring to enter the specialty and the splendid 
activities of the American Board of Dermatology and Syphilology. 

In his presidential address before this association in 1922, Ormsby * 
reported that there were approximately 300 physicians practicing derma- 
tology and syphilology in the United States, a proportion of 1 to each 500 
of the total number of physicians in the country. He found that in 
order to maintain this ratio and keep up with the new requirements, 
there would be needed 18 new physicians entering the specialty annually. 

At present, seventeen years later, there are 866 physicians reported 
by the American Medical Association as limiting their practice to derma- 
tology and an additional 415 who indicate a special interest in the subject. 
If only the first group is included, there is now 1 dermatologist to each 
218 practitioners of medicine, and if the part time dermatologists are 
included, there is 1 to each 146 practitioners. 

In order to determine how much of this increase has been due to a 
general increase in specialization and what proportion has resulted from 
added interest in the specialty, the figures of the American Medical 
Association for 1923 were compared with those of 1938. During the 


Read at the Sixty-Second Annual Meeting of the American Dermatological 
Association, Inc., Monte-Bello, Quebec, Canada, May 31, 1939. 

1. Ormsby, O. S.: Dermatologic Training and Practice, Arch. Dermat. & 
Syph. 6:129 (Aug.) 1922. 
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intervening fifteen years, the total number of physicians in the United 
States increased 18 per cent, while the proportion of specialists in all 
clinical fields listed increased 118 per cent. The increase or decrease 
in the proportion of those engaged in the various specialties is shown 
in the following tabulation, the classifications being those of the Ameri- 


can Medical Association: 


+25 Neurology & Psychiatry......... + 115 
Ophthalmology, Otology, Laryngol- + 140 

Ony Rhinology... +36  Roentgenology ................. + 150 
+78 Internat Medicine............... + 190 
Otology, Laryngology & Rhin- + 237 


Obstetrics & Gynecology........ 


In this fifteen year period there have been added an annual average 
of approximately 33 physicians engaged in practice limited to derma- 
tology. This finding, together with the observation that the increase in 
the number of dermatologists is 22 per cent above that in the total 
number of specialists in medicine, seems to me to indicate that derma- 
tology has become increasingly attractive as a specialty, and that the 
opportunities for postgraduate training in this field have been greatly 
extended. 

Therefore, I feel that it might be interesting to consider the status 
of the undergraduate teaching of dermatology in the medical schools 
of the United States and to discuss its various aspects. 

Statistics were obtained from 65 class A medical schools, with a 
view to determining the variation in hours allotted to the subject and 
the distribution of these hours in the various phases of pedagogy. An 
exact compilation is impossible, owing to the fact that in one school 
dermatology is purely an elective subject while in a number of others 
elective courses are offered in addition to those required. Furthermore, 
the distribution of the teaching of syphilology presents wide modifica- 
tions in the different schools. 

Considering, however, only the number of required hours assigned 
to the department of dermatology or of dermatology and syphilology, | 
find that, exclusive of the one school having no required courses, the 
number of hours varies from eleven to one hundred and eighty-eight, 
the average being sixty-three and four tenths hours per school. A 
more detailed study of the distribution is shown in the following tabu- 


|| 
Per Per 
Cent Cent 


»VEAR—UNDERGRADUATE TEACHING OF DERMATOLOGY 177 


ation, indicating the number of schools found in each group of hours, 
arranged by tens: 


Teaching Hours Number of Schools 


In the first group, offering ten to nineteen hours, one school offers 
thirty-two added hours of elective work. In the second group, one 
school has an elective course of four weeks, plus special clinics in syph- 
ilology. In the third group, five schools offer electives, three of them 
giving twenty-one, thirty-six and fifty-five hours; the fourth, all morn- 
ing hours for one month, and the fifth, “many electives.” In the forty 
to forty-nine hour group, one school offers fifty-one added hours in 
syphilology ; a second, thirty-two hours in dermatology and twenty-four 
hours in syphilology, and a third, one month’s full time in dermatology 
and syphilology. In the fifty to fifty-nine hour group, two schools offer 
sixteen and forty elective hours and in the next group one school offers 
the senior work as an elective course, the hours not being stated. In 
the seventh group, one school offers sixteen hours of elective work in 
dermatology and syphilology, and in the eighth group one school offers 
eight added hours in syphilology. In the tenth group one school adds one 
hundred and twenty optional hours in syphilology. 

The teaching of dermatology is limited almost entirely to the last 
two years in medical school. One school gives two hours in dermatologic 
therapeutics in the sophomore year, while another offers one hour in 
the same year. Nine schools limit required instruction to the junior 
year, while in eight schools the courses in dermatology are given only 
in the senior year. Taken as a whole, however, the instruction is about 
equally divided between these two years, the average for the junior 
year being thirty-six hours and that for the senior year thirty-nine hours. 

The major portion of all instruction is given by either lectures or 
clinics. Where information regarding the type of instruction is available, 
it is found that a total of one thousand, five hundred and fifty-eight 
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hours is devoted to lectures and two thousand, one hundred and twenty- 
eight hours to clinics, approximately 25 per cent more time being devoied 
to clinics than to lectures. In five schools the amount of time devoted 
to lectures and clinics is equal; in forty the time for clinics is greater 
than that devoted to lectures, while in seventeen the reverse is true. 
Formal quiz courses are apparently the exception rather than the rule, 
only eight schools indicating their use. The hours for these courses vary 
from four to forty-eight, with an average of nineteen. Many schools, 
however, employ quizzing in connection with the lectures or clinics, 
Ward walks are apparently not available in many institutions, as they 
are given in only eleven colleges, the hours varying from two to thirty- 
four, with an average of thirteen. : 

Little information can be obtained with regard to the teaching of 
syphilology in the various dermatologic departments. In most of the 
institutions instruction in this field is so combined with that of derma- 
tology that it is impossible to obtain even approximate data as to the 
proportion of time devoted to it. Only nine schools indicated that the 
teaching of syphilology is not included at least in part in their depart- 
ment of dermatology, and I feel that it may be assumed that cutaneous 
syphilis is covered in this department in those institutions. 

The variation in hours for dermatologic instruction in the different 
schools makes it obvious that there is no unanimity of opinion as to the 
number of hours desirable for such teaching. In one medical college 
dermatology is purely an elective course, three clincs of one to one and 
one-half hours being offered each week throughout the junior and senior 
years. Another school, offering but eight hours in dermatology plus 
eight hours in pediatric dermatology, follows a policy of emphasizing the 
specialties as little as possible in undergraduate teaching. In a third 
school five lectures are devoted to the consideration of syphilis and six 
to a general introduction to diseases of the skin, supplemented by thirty- 
two hours of elective work in clinics, this limited number of hours 
of required work being based on the feeling that a longer course is not 
necessary in this highly specialized field, especially since there are so 
many opportunities for postgraduate study of diseases of the skin. 

It is my feeling, however, that there is a distinct place in the under- 
graduate study of medicine for adequate instruction in dermatology. 
It is true that there are increased opportunities for postgraduate instruc- 
tion in the subject, but in general these are available only to those 
intending to specialize and to those entering general practice who can 
afford the time and money to take short postgraduate courses in various 
specialties. Furthermore, opportunity for further instruction in derma- 
tology during the year of internship is not available in many hospitals. 
Lastly, I have been impressed by the number of letters I have received 
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through the years from former students, principally located in small 
communities, who have written for advice concerning dermatologic 
conditions coming under their care. Almost without exception these 
letters have expressed the writer’s surprise at the proportion of diseases 
of the skin he has encountered in practice. This is usually followed by a 
lamentation that he should have received more instruction in this subject 
or a confession that he paid but little attention to dermatology while 
in school. 

It is obvious that in the time available for the teaching of derma- 
tology one cannot hope to cover the subject in any all-inclusive manner, 
and it is well to consider the most profitable way to employ the hours 
allotted to this subject. 

In a short symposium published in 1919, Walker? stated: “It is 
quite impossible, if not unwise, to cover the whole subject of dermatology 
in any ordinary course, and I think that one ought to devote oneself 
mainly to general principles and to the common diseases.” In the 
same symposium Gardiner * remarked: “The standard of knowledge to 
be attained should be that for the general practitioner, dealing therefore 
only with the commoner skin diseases. Thorough instruction in these 
is to be preferred to skimming over a large list imperfectly.” Goodman,‘ 
analyzing 973,090 published cases for the incidence of the various derma- 
toses, found that a knowledge of less than a dozen conditions would 
make any practitioner no less than 60 per cent proficient in the field of 
dermatology. Since his statistics were gathered from four different 
sources, there were some variations in incidence, but fourteen diagnoses 
were all that were required to include the most common cutaneous 
diseases reported. These, in order of frequency, were eczema, acne, 
scabies, psoriasis, seborrhea, impetigo, urticaria, dermatitis venenata, 
tinea, alopecia, pediculosis, pruritus, verruca and ecthyma. Statistics 
of today would show some change in this order, since ringworm infec- 
tion would certainly have a higher ranking, probably occupying second 
place. 

In the teaching of undergraduates, it would seem apparent that 
major emphasis should be placed on the more common diseases. 
Where the hours for instruction in dermatology are sharply limited, 
the teaching should be largely restricted to a consideration of the dis- 
orders just listed, together with a discussion of general topics relating 
to the specialty, such as allergy, endocrinology, focal infections and 


2. Walker, N.: Edinburgh M. J. 22:173, 1919. 
3. Gardiner, F.: Edinburgh M. J. 22:177, 1919. 


4. Goodman, H.: Statistics of the Ten Most Common Skin Diseases, Based 


on an Analysis of 973,090 Published Cases, Arch. Dermat. & Syph. 20:186 ( Aug.) 
1929, 


= 
| 
| 
| 
| 
| 
] 
a 
= 
= 


180 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


contact dermatitis. In schools where a more generous allotment of 
hours is made, however, it seems to me that the average student can be 
trained to the point where he becomes acquainted with and able to 
diagnose a fairly comprehensive range of dermatoses. 

To this end I feel that considerable emphasis should be placed on 
the training of the student’s powers of observation. In recent years 
there has been a tendency to relegate morphology to the horse and 
buggy days of dermatology. In undergraduate instruction, neverthe- 
less, I believe that the teaching of diagnosis by a study of details in the 
eruptive picture remains the most effective methed when adequate 
time is available. The inferences to be drawn from the distribution of 
the eruption, the presence of itching as shown by excoriations, the sig- 
nificance of color, the evidence in the picture as to the duration of the 
disorder, the significance of arrangement of lesions in groups, lines, and 
rings, the central or peripheral activity in the patches and the implica- 
tions of the presence or absence of induration are among the examples of 
gross morphologic details which can be readily grasped by the student. 
Add to these training in the study of the individual lesions, both primary 
and secondary, and a surprising number of students acquire a consider- 
able degree of pride in their ability to detect diagnostic criteria and 
display as a result increasing interest in the subject, often requesting 
that they be permitted to spend extra hours in the dispensary clinics. 

On this foundation I have found that one may build effectively 
if one makes use of those general classifications which are available 
in the literature, thus correlating for the student many apparently unre- 
lated topics and diseases. As an example may be cited the paper by 
Stokes > on the multiple factorial concept in eczema, where one finds 
not only a comprehensive list of the agents causative of eczema but a 
consideration of the morphologic details which point toward a seborrheic, 
pyodermic, mycotic, allergic or atopic background. The recent classi- 
fication by Sulzberger,® in which eczematoid pictures are classified 
under seven headings, is similarly useful. The conception of the ery- 
thema group, as elaborated by Engman and Weiss,’ helps the student 
resolve the difficulties of the etiologic and clinical interchanges and over- 
lappings of the diseases included. The long list of cutaneous pictures 
produced by the tubercle bacillus has in my experience been much more 
readily grasped by the student when resolved under two headings, 


5. Stokes, J. H.: Complex of Eczema: Diagnostic and Etiologic Analysis, 
J. A. M. A. 98:1127 (April 2) 1932. 

6. Sulzberger, M. B.: The Pharmacopeia and the Physician: Treatment of 
Infantile Eczema, J. A. M. A. 112:38 (Jan. 7) 1939. 

7. Engman, M. F., and Weiss, R. S.: The “Erythema Group” of Skin 
Diseases, Arch. Dermat. & Syph. 12:325 (Sept.) 1925. 
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\calized and hematogenous, as in the writings of Montgomery,* Mich- 


eison® and Blumenthal,'® than was previously possible when one dis- 
cussed cutaneous tuberculosis, followed this with a group of accepted 
suberculids and then added a long list of dermatoses whose relation with 
tuberculosis is questionable. The establishment of the group of lympho- 
blastomas by Keim '' made it possible for one in a short time to give 
consideration to a number of rare but important diseases. To these 
might be added a long list of similar observations in other phases of 
dermatology which lend added simplification to teaching when the hours 
are limited. Their use makes it possible to cover for the student a large 
number of dermatoses under a few broad etiologic and clinical headings, 
and to me they represent a distinct contribution on the part of American 


dermatology. 


If time is limited, much can be accomplished by presenting from the 
standpoint of differential diagnosis a series of tables of groups of 
disorders which because of location or certain morphologic features 
lend themselves to such a consideration. As an example, a differential 
table of papulosquamous eruptions, including secondary syphilis, psori- 
asis, seborrheic eczema, pityriasis rosea, pityriasis versicolor, tinea cir- 
cinata, lichen planus and parapsoriasis, furnishes to the student, on a 
background of general knowledge of these diseases individually, a means 
of establishing the diagnosis of a large proportion of the papulosquamous 


eruptions which he will encounter. 


Similarly, a group of conditions 


involving the hands may be set up which will cover the -eczematoid 


conditions met with in this location. 


Included here are eczema, der- 


matitis venenata, eczematoid ringworm and the circumscribed patchy 
type of dermatitis known variously as nummular, orbicular or parasitic 
eczema. To these may be added for greater completeness the rarer 
disorders, acrodermatitis continua, or recalcitrant eruption, and pustular 
psoriasis. In the same fashion the disorders causing alopecia in patches 
may be grouped, and the student is quickly made familiar with a number 
of diseases of the scalp which occur with varying frequency. Included 
here are alopecias resulting from secondary syphilis, alopecia areata, 
pseudopelade, folliculitis decalvans, lupus erythematosus, tinea tonsurans, 
favus, trichotillomania and roentgen ray alopecia. A consideration of 
but three factors in each of these pictures, the presence or absence 


of an inflammatory reaction, the presence or absence of scarring and 


8. Montgomery, H.: Histopathology of Various Types of Cutaneous Tuber- 
culosis, Arch. Dermat. & Syph. 35:698 (April) 1937. 


9. Michelson, H. E.: Journal-Lancet 56:463, 1936. 


10. Blumenthal, F.: 


Cutaneous Tuberculosis: Its Relation to the Immune 


Allergic State, Arch. Dermat. & Syph. 35:1037 (June) 1937. 
ll. Keim, H.: Universal Leukemia Cutis, Arch. Dermat. & Syph. 10:579 


(Nov.) 1924, 


i | 
| 


ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


182 


the amount of loss of hair in the affected areas, will suffice to establish 
a diagnosis in most cases, even for the relatively inexperienced phy- 
sician. Again, it is my experience that the student gains much satis- 
faction and stimulation through the acquisition of the ability to apply 
such formulas and is led to feel that the subject is, after all, not entirely 
incomprehensible. 

It is my belief that throughout the teaching of dermatology great 
stress should be laid on the relation of many cutaneous disorders to dis- 
turbances of the general economy of the body. This serves two pur- 
poses: (1) to make the student a better practitioner and (2) to impress 
him with the importance of dermatology in general medicine. The sig- 
nificance of this aspect of dermatology has become increasingly apparent 
in recent years. One cannot fail to appreciate the general’ diagnostic 
value of the cutaneous changes so long recognized in tuberculosis, in 
the lymphoblastomas and in pruritus, and to these must be added many 
more conditions, such as the xanthomas, the Libman-Sacks syndrome, 
the Schaumann syndrome, necrobiosis lipoidica diabeticorum and the 
various types of “ids,” whose implications as to the state of general 
health have been recognized or amplified in recent years. One cannot 
avoid mentioning here also the necessity for impressing on the student 
the importance of dermatitis medicamentosa. The introduction of many 
new synthetic drugs has multipled greatly the incidence of this disorder 
and has increased the number of mistakes in diagnosis and therapy due 
to failure to recognize eruptions of this type. Even with the older 
drugs, the student should be taught to avoid the danger of recommend- 
ing the surgical treatment of a nodular lesion due to the ingestion of 
bromides or iodides mistakenly regarded as a neoplasm or the quaran- 
tining of a patient because of a morbilliform or scarlatiniform eruption 
due not to measles or scarlet fever but to the ingestion of a drug. 

There are also certain factors in teaching which must be considered 
from the negative standpoint. In the limited time available for the 
undergraduate teaching of dermatology in most institutions, there is 
little opportunity to emphasize the theoretic and research aspects of the 
subject. Yet most teachers are prone to dwell on those phases of the 
subject in which they are most interested. This often leads to an unin- 
tentional and unrecognized tendency to spend a disproportionate amount 
of time on certain and frequently relatively unimportant topics. Note 
should be taken of the increasing availability of laboratory methods of 
diagnosis and the fact that most of these procedures have their short- 
comings. While the use of such measures simplifies diagnosis in many 
cases, one must be ever on the alert to impress on the student the neces- 
sity of clinical knowledge as the primary requisite of successful practice. 

It is likewise advisable to emphasize the caution required in the use of 
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certain therapeutic agents, such as roentgen rays, radium, thallium 
acetate, arsenic, the heavy metals and many preparations for local 
application which are capable of causing irritation of the skin. The 
<iudent should be taught that there are many therapeutic procedures 
which should not be employed by him unless he has had special instruc- 
tion in their use. 

Morrow,? in his address in 1916, stated that at least sixty hours of 
instruction in dermatology and syphilology is needed to prepare the 
student for the general practice of medicine, and | believe that derma- 
tologists would all agree that this number of hours at present should 
be an absolute minimum. The distribution of the hours available will, 
of course, always vary in different institutions, depending on the prefer- 
ences of the individual department heads and the abundance or scarcity 
of clinical material for teaching purposes. The data available make it 
apparent that the majority of teachers believe that the use of clinical 
material is more valuable than lectures or quiz courses, and in view of 
the essentially objective nature of the subject of dermatology, I do not 
believe that there can be much question as to the soundness of this opin- 
ion. From the same data it appears that the preferred course is one 
which includes a preliminary series of lectures, in which the student 
may be given a general introductory survey of the subject and a reali- 
zation of the relation of the histology of the skin to the disorders affect- 
ing it. To this may be added a series of clinical demonstrations employ- 
ing a larger number of hours. Quiz courses are in some instances 
offered formally, while in most schools quizzing is carried on in con- 
junction with the lectures or clinics. From various opinions expressed, 
there is unanimity in the belief that teaching from the clinical standpoint 
is most useful when patients are presented before small groups of 
students. Not only are the students enabled to study morphologic details 
more advantageously, but it is likewise possible to demonstrate more 
effectively the technic of the use of such agents as roentgen rays, radium 
and solid carbon dioxide. The use of special diagnostic procedures, 
such as the demonstration of fungi and animal parasites, can likewise 
be better illustrated to small groups. 

| have not attempted in this presentation to consider the teaching 
of syphilology, because partition of the hours allotted to the various 
departments for the consideration of this disease varies so much that the 
topic is deserving of separate discussion. I feel, nevertheless, that in 
each school there is need for a’ basic course in syphilology, to which 
should be added consideration of the various special phases of the dis- 
ease by the different departments in whose province these aspects 


12. Morrow, H.: The Teaching of Dermatology, J. A. M. A. 67:551 (Aug. 19) 
1916, 
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occur. In most institutions the department of dermatology will be better 
prepared than any other to present this general background. 

I should not want the members of this association to feel that | 
believe that I have presented here any original ideas with regard to the 
teaching of dermatology. On the contrary, I have merely attempted 
to present the facts as to the teaching of dermatology as now carried 
on in American medical schools. It is my hope that the statistical con- 
siderations as to the variations in hours assigned to the teaching of this 
subject in the different schools may be of service to some department 
heads in support of pleas for a more general allotment. I feel that the 
minimum of sixty hours suggested by Morrow in 1916 might well be 
increased to eighty at this time. As to the discussion of methods of 
teaching, I have indicated that in my opinion it is possible, by making 
free use of the contributions of many dermatologists, to give the student 
a working knowledge of not only the common dermatoses but of many 
of the less common ones. As Dr. C. E. A. Winslow, of the Yale Uni- 
versity School of Medicine, recently said, “The correlation and dissemi- 
nation of knowledge is second only to the acquisition thereof.” It is in 
these activities that the teacher has an obligation to the undergraduate 
student in medicine which is well recognized by all. 
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MULTIPLE ‘NEUROFIBROMA WITH SARCOMATOUS 
TRANSFORMATION AND SKELETAL 
INVOLVEMENT 


HERMAN CHARACHE, M.D. 


BROOKLYN 


Multiple neurofibroma is a systemic disease easily diagnosed, little 
studied and seldom cured. In 13 per cent of the reported cases sar- 
comatous transformation has occurred. Skeletal changes have been 
demonstrated in a number of instances. Endocrine disturbances were 
noted in a series of cases. Hence, reporting a single case of neuro- 
fibromatosis with sarcomatous transformation and complete clinical 
investigation of the endocrine and skeletal system adds another link 
to the chain of events that may eventually lead to the complete under- 
standing of the disease. 

Fischer ! in 1927 coilected from the literature 59 cases of Reckling- 
hausen’s disease with sarcomatous transformation (13 per cent). 
Hosoi * reported 2 cases in 1931 and found the number in the literature 
increased to 65. There were 39 male and 24 female patients (in 2 
cases the sex was not mentioned), a ratio of 1.6 to 1. At the time of 
the present writing the number of cases has increased to 75. 

Heredity was found to be a predisposing factor in the reported 
cases. Only 1 case of Recklinghausen’s disease in a Negro was found 
(Weiss *). In 72 per cent of the cases of benign neurofibroma, sar- 
comatous degeneration was found in the third, fourth or fifth decade 
(Rhodes and Wagner *). Szanto® in 1937 described the occurrence 
of the condition in a boy of 9 years, and Maksim, Henthorne and 
Allebach * in 1939 reported it in a girl of 12 years. 


From the Brooklyn Cancer Institute, Dr. Ira I. Kaplan, Director, Division of 
Cancer, Department of Hospitals, New York. 

1. Fischer, G. A.: Dermat. Wchnschr. 84:89, 1927. 

2. Hosoi, K.: Multiple Neurofibromatosis (von Recklinghausen’s Disease), 
with Special Reference to Malignant Transformation, Arch. Surg. 22:258 (Feb.) 
1931, 

3. Weiss, R. S.: Von Recklinghausen’s Disease in the Negro: Curvature of 
the Spine in von Recklinghausen’s Disease, Arch. Dermat. & Syph. 3:144 (Feb.) 
1921. 

4. Rhodes, C. P., and Wagner, W. P.: Am. J. Path. 4:145, 1928. 

5. Szanto, G.: Bull. Assoc. frang. p. l’étude du cancer 26:440, 1937. 

6. Maksim, G.; Henthorne, J. C., and Allebach, H. K.: Neurofibromatosis 
with Malignant Thoracic Tumor and Metastasis in a Child, Am. J. Dis. Child. 57: 
381 (Feb.) 1939, 
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It is generally believed that neurofibromas and neurofibrosarcomas 
are of mesenchymal origin. Penfield’ in 1927 expressed that belief, 
Verocay * and Mason and Simard ® have shown that the growths arise 
from the sheath of Schwann. It is difficult to establish clinically which 
of the tumors in a case of multiple neurofibroma have undergone 
sarcomatous degeneration. However, in the majority of cases a sudden 
rapid growth of one of the tumors after it has remained dormant for 
many years is strongly suggestive of malignant transformation. Trauma 
and incomplete surgical removal contribute to sarcomatous  trans- 


formation. 

Primary multiple sarcoma arising in two or more neurofibromas 
in Recklinghausen’s disease is rare. The removal of one sarcomatous 
growth may be followed by a sarcomatous transformation of another 
neurofibroma distally located. This has been found clinically by Hosoi 
and experimentally by Cramer.‘® Cramer’s experiments were instruc- 
tive; he summarized them as follows: 


If a large area of skin is subjected to chronic irritation by tar-painting, the 
development of malignancy is confined to a very small portion of that area. Even 
if a malignant process develops from several centers, these centers are almost 
always situated very close to each other. If benign growths have formed in the 
area together with a malignant growth, the former retain their benign character 
long after the malignant growth has made its appearance. 

If by removal of the malignant growth the area of skin in which no malignant 
development has taken place is preserved so that its subsequent history can be 
followed, it is found that in that area malignancy may develop again in a new 
center either by beginning at the base of a papilloma which was left behind, or 
starting as an entirely new growth appearing subsequently to the excision of 
the first carcinoma. Removal of this second malignant tumor has sometimes 
been followed by the development of a third malignant growth. In 14 experiments 
in which cautery was applied to the base of a papilloma, immediate malignant 
development was observed in 6 animals. 

These observations taken together supply evidence that the development of 
a carcinoma is not dependent entirely upon changes in the epithelial cells, but 
that there are local inhibitory factors capable of keeping the malignant develop- 
ment in check, so that the immediate cause of the genesis of a carcinoma may be the 
local removal of an inhibition residing in tissue elements other than the epithelial 
cell. This resistance is not a fixed property of the tissue, but can be made to 
*shift by experimental interference and can sometimes be broken down locally by 
cautery of the tissues underlying a hyperplastic condition of the epithelium. 


Osseous changes in Recklinghausen’s disease have been demonstrated 
Scoliosis is the most common finding. Weiss 


in a number of cases. 
Brooks and Lehman” 


in 1921 reported 15 cases of the association. 


7. Penfield, W.: Surg., Gynec. & Obst. 45:178, 1927. 

8. Verocay, J.: Beitr. z. path. Anat. u. z. allg. Path. 48:1, 1910. 
9. Mason, P., and Simard, C.: Am, J. Path. 6:618, 1930. 

10. Cramer, W.: Brit. J. Exper. Path. 10:335, 1929. 

11. Brooks, B., and Lehman, E. P.: Surg., Gynec. & Obst. 38:587, 1924. 
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., 1924 made a complete study of the skeleton in 7 cases of Reckling- 
hausen’s disease. Scoliosis was found in all 7 cases. Other osseous 
changes were: abnormality of growth of the bone, irregularity of out- 
line of the shafts of long bones and subperiosteal osseous cysts. Com- 
pression myelitis and other skeletal changes were found by Miller. 
i.chman '* in 1926 reported 2 additional cases. He stated: 


Recent dermatologic papers on Recklinghausen’s disease attach no significance 
to these interesting and probably fundamental manifestations. For that reason, 
the following report of two additional cases is presented. 


In Lehman’s first case the following skeletal involvement was 
present: The right iliac crest was 3 to 4 cm. higher than the left and 
the right lower extremity 3 cm. longer; there was a cystlike projection 
of the lower third of the left tibia. Histologic study of the innominate 
bone showed osteoporosis, with large haversian spaces and a thin cortex. 
In the second case there were rarefied areas in the right parietal bone 
and cystic areas in the skull. In both cases there was associated 


scoliosis. Lehman concluded : 


In every case, complete or incomplete, proved or merely suspected, there 
should be a roentgenographic investigation of the entire skeleton. A study of a 
case of Recklinghausen’s disease should not be considered complete without such 
investigation. 
Gould '* found that the postmortem changes in the skeleton in 5 
cases of Recklinghausen’s disease resembled those of osteomalacia. In 
only 1 of the 5 cases he studied were typical changes of osteomalacia 
present during life. He pleaded for the careful study of the pituitary 
and parathyroid gland in all cases of Recklinghausen’s disease. Of 
31 cases of this disease reported by Sharpe and Young? in 1937, 
osseous changes were shown in 7. 

That the endocrine system, especially the adrenal glands, plays the 
major role in the causation of neurofibromatosis was the theory expressed 
by Levin,’® who studied the literature of Recklinghausen’s disease and 
its association with endocrine disturbances. Menstrual anomalies, 
incomplete and delayed sexual development, acromegaly, cretinism, 


12. Miller, A.: Neurofibromatosis, with Reference to Skeletal Changes, Com- 
pression Myelitis and Malignant Degeneration, Arch. Surg. 32:109 (Jan.) 1936. 

13. Lehman, E. P.: Recklinghausen’s Neurofibromatosis and the Skeleton: A 
Plea for a Complete Study of the Disease, Arch. Dermat. & Syph. 14:178 ( Aug.) 
1926, 

14. Gould, E. P.: Quart. J. Med. 11:221, 1918. 

15. Sharpe, J. C., and Young, R. H.: Recklinghausen’s Neurofibromatosis : 
Clinical Manifestations in Thirty-One Cases, Arch. Int. Med. 59:299 (Feb.) 1937. 

16. Levin, O. L.: Recklinghausen’s Disease: Its Relation to the Endocrine 
System, Arch. Dermat. & Syph. 4:303 (Sept.) 1921. 
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myxedema, tetany and Addison’s disease have been found to be asso- 
ciated with Recklinghausen’s disease. Recently (1936) Rosenthal and 
Willis ‘7 reported an additional case of associated involvement of the 
adrenal glands. They stated that the association of neurofibromatosis 
with paragangliomas of the adrenal glands is too frequent to be fortu- 
itous. They cited 5 cases of similar association from the literature, 
Maksim, Henthorne and Allebach reported an additional case in 1939, 
The pigmentation of neurofibromatosis was attributed by Tucker '* and 
many others to disturbances of the adrenal glands. Involvement of the 
pituitary gland was suggested by Roubinovitch and de la Sourdiére. 

There is no treatment today that will cure multiple neurofibroma. 
Neither irradiation nor surgical excision will eradicate the disease, 
However, sudden rapid growth of a benign neurofibroma, associated 
with pain, should be an indication for radical excision with a wide 
margin, including the subcutaneous tissue. This is the procedure of 
choice even for removal of tissue for biopsy, which in the past has 
resulted in recurrence and sarcomatous transformation of other benign 
neurofibromas. 

When a benign neurofibroma undergoes malignant transformation, 
the prognosis is the same as for the solitary type of neurogenic sarcoma, 
described and illustrated in another communication (Charache*’), 
Metastasis is, as a rule, late and infrequent. The lungs are its most 
common site. The lymphatic glands are seldom involved. The patient 
usually succumbs to progressive cachexia resulting from repeated opera- 
tions and recurrences. Pain, necrosis, infection, local disability and 
pulmonary metastasis are contributing factors in causing death. 


REPORT OF A_ CASE 


D. G., a white man aged 50, was admitted to the Brooklyn Cancer Institute on 
May 24, 1932, complaining of multiple nodules all over the body. As a child 
he had scattered nodules over the back and chest. As he grew older they increased 
in number. When he was 25 they were scattered over the whole body and still 
kept growing in size and number. In 1931 marked pains developed in the left 
thigh, and he noticed that one of the lumps had greatly increased in size. A 
year later it had reached the size of a lemon. He was admitted to a hospital, 
where the tumor was excised and reported as neurogenic sarcoma. His mother, 
1 sister and a brother had similar lesions over the body. They died of “cancer.” 

The patient never married. He “did not like women.” 

With the exception of the multiple neurofibroma (fig. A and B), the patient 
was in good physical condition. Several nodules were excised at different intervals 
and found to be benign neurofibromas. 


17. Rosenthal, D. B., and Willis, R. A.: J. Path. & Bact. 42:599, 1936, 

18. Tucker, B. R.: Von Recklinghausen’s Disease, with Especial Consideration 
of the Endocrine Connection, Arch. Neurol. & Psychiat. 11:308 (March) 1924. 
19. Roubinovitch and de la Sourdiére, cited by Tucker.18 
20. Charache, H.: Am. J. Surg. 41:275, 1938. 
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A, photomicrograph showing malignant transformation of neurofibroma (mag- 
nified about 130 times); B, high power magnification of malignant cells in A 
(magnified about 655 times); C, low power magnification of benign neurofibroma 
(magnified about 130 times). 
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In October 1938 a tumor measuring 2.5 cm. was noticed near the upper end 
of the healed scar on the left thigh, where a sarcomatous tumor had been excised 
six years and eight months previously. On October 7 the new growth was 
removed and found to be neurogenic sarcoma (fig. C). 

A complete clinical investigation of the case was undertaken, with the fol- 
lowing results: 

The urine was normal. Chemical examination of the blood showed 15 mg. 
of urea nitrogen, 1.21 mg. of creatinine, 97 mg. of sugar, 455 mg. of sodium 
chloride, 9.49 mg. of calcium, 4.63 mg. of phosphorus and 5.33 Bodansky units of 
phosphatase per hundred cubic centimeters. 

The sugar tolerance test sowed 97 mg. of sugar in the blood during fasting, 
111 mg. at half an hour, 95 mg. at one hour, 87 mg. at two hours and 80 mg. 
at three hours. There was no sugar in the urine in any specimen, 

The Wassermann reaction of the blood was negative. The basal metabolic rate 
was + 33 per cent. 

Repeated roentgenograms of the lungs revealed no evidence of metastasis. 
The entire skeleton with the exception of the hands and feet was examined 
roentgenologically, and the results were reported by Dr. S. W. Westing as 
follows: 
“Skull—The skull showed a rather pronounced increase of the blood vessel 
grooves. In the center of the upper aspect of the right parietal bone an oval 
fairly discrete area of rarefaction measuring 4 by 3 cm. was noted. The sella 
turcica was small. Its longest diameter measured 8 mm., barely more than half 
the normal length. The sella turcica was of the bridged type. 

“Spine.—Slight scoliosis to the right was present in the upper thoracic region, 
culminating at the fifth vertebra. The axillary portion of the right sixth rib 
was contracted to half the normal width and had a roughened lower outline. 
Adjacent to this area the rib showed greater density in its upper half than in 
the lower, probably owing to changes of thickness. 

“Long Bones of the Extremities—-The upper third of the shaft of the left 
fibula was markedly contracted and slightly deformed.” 

Intravenous urography and injection of air into the peritoneal cavity did not 
reveal any abnormality of either kidney or enlargement of the adrenal glands. 

The patient is in good physical condition at present, and is still being followed 
in the clinic. 
SUMMARY 


A case of multiple neurofibroma with sarcomatous transformation 
and skeletal involvement is presented, with a complete clinical study. 


CONCLUSIONS 


1. Sarcomatous transformation is present in 13 per cent of all cases 
of multiple neurofibroma. Only 75 cases have been reported in the 
literature up to the present writing. 

2. Primary multiple sarcoma arising in two or more neurofibromas 
in Recklinghausen’s disease is rare. 

3. Removal of one sarcomatous growth may be followed by a 
sarcomatous transformation of another neurofibroma distally located. 
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4, Osseous changes in neurofibromatosis have been demonstrated in 
the majority of cases in which complete roentgen study of the whole 


skeleton has been done. 

5. Endocrine disturbances, particularly of the adrenal glands, have 
been found to be associated with multiple neurofibroma. 

6. There is no treatment today that will cure multiple neurofibroma. 

7. Sudden rapid growth of one of the tumors associated with pain 
is the only indication for surgical intervention. 

8. Excision should be radical, wide and deep. 

9. The prognosis of sarcomatous transformation of a tumor in 
neurofibromatosis is the same as in the solitary types of neurosarcoma. 
Metastasis as a rule is late and infrequent. The lungs are the most 
common site of metastasis. 
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RETICULOENDOTHELIOSIS 


S. E. SWEITZER, M.D. 


M.D. 


H. WINER, 
AND 
H. A. CUMMING, M.D. 
MINNEAPOLIS 


Proliferative disease of the reticuloendothelial system has _ recently 
aroused much interest among both clinicians and pathologists, but it 
has received little attention by dermatologists, although in many of the 
reported cases there have been cutaneous manifestations. 

There are many different views concerning the origin and function 
of the cells that go to make up this type of proliferation. Dameshek,! 
Epstein,?, Lynch,’ Downey,* Aschoff and Kiyono,® Reschad and 
Schilling-Torgau,® and Cunningham, Doan and Sabin’ have associated 
reticuloendotheliosis with monocytic leukemia. Other authors, such as 
Maximow * and Bloom," have expressed the belief that these cells are 
derived from lymphocytes, and still others have suggested their myelo- 
blastic origin. 

It is not our intention to discuss the origin of these cells, in view 
of the controversy that still exists. However, in the case here reported 
we have found features resembling both reticuloendotheliosis and Hand- 
Schiiller-Christian disease, and therefore we are of the opinion, stated 
by Bell,’® that there are cases of a borderline condition which bridges 


From the Department of Dermatology and Syphilology, University of Minne- 
sota, Dr. H. E. Michelson, Director, and the Department of Dermatology and 
Syphilology, Minneapolis General Hospital, Dr. S. E. Sweitzer, Chief. 
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“ic gap between what is called reticuloendotheliosis and the group of 
<anthomatoses of which Hand-Schuller-Christian disease is an example. 
‘his leads us to suspect the possibility of a close connection between 
ihe two conditions. 

Recently we had the good fortune to study a patient who showed 
features of reticuloendotheliosis as well as pathologic lipoid storage in 
the scattered histiocytes of the reticuloendothelial system. 


REPORT 


OF A CASE 


H. K., a boy aged 3 years, was admitted to the dermatologic service of 
Minneapolis General Hospital on Oct. 25, 1938. He had been well until six months 
before, when his mother noted that he complained of pain in his back and left 
leg while walking. His feet seemed to turn in, and he stumbled often. He soon 
became limited in his activities and complained bitterly about pain not only in his 
leg and back but throughout the body. His appetite began to fail, and there was a 
great increase in fretfulness. For three months previous to admission he was 
unable to walk at all and suffered whenever he moved his lower extremities. 

Several weeks after the initial complaint of pain the child’s mother noticed a 
reddish brown papule developing on the medial surface of the right arm near 
the axilla. Scattered lesions then appeared over the body, being more numerous 
on the face and back. New lesions appeared from day to day, while old ones 
disappeared. He suffered from malaise, anorexia, weakness and loss of weight. 
His development was somewhat retarded, for he did not walk or talk until the age 
of 18 months and had difficulty in talking thereafter. 

The family history was entirely normal. 


Examination.—On admission the child appeared emaciated, dyspneic and pros- 
trated. He could not stand and cried with pain whenever he was moved. The left 
leg was held in a semiflexed position. His speech was indistinct, and it appeared 
to be difficult for him to talk. He had a nonproductive cough and at times opened 
his mouth while breathing as if attempting to obtain more air. 

The conjunctivas and mucous membranes showed a decided pallor. There were 
no lesions in the nose or mouth, and the anterior cervical lymph nodes were the 
only ones which were palpable. The general physical examination showed no other 
abnormality except for the skin. 

On the scalp, face and neck were many scattered papules of varying size. 
Many of the more recent lesions were small raised bluish red papules 2 to 5 mm. in 
diameter, with several measuring about 1 cm. across. They were all firm, and 
several of the larger lesions were inflamed and had been excoriated, leaving a 
punched-out area in the center covered with a brownish yellow crust. There were 
fewer lesions scattered over the arms, legs, abdomen and back, all of which were 
symmetrically involved. The lesions were all similar, although some of the smaller 
ones were somewhat translucent while others retained the color of the normal skin. 

The largest lesion was just anterior to the left ear and several centimeters above 
the hair line. It was a yellowish red oval papule about 1 cm. in diameter, with a 
firm smooth shiny surface. There were many lesions in various stages of develop- 
ment on both cheeks, the more recent having a distinct violaceous hue, and several 
having a hemorrhagic appearance. All were painless, and those scattered over 
the body were identical with the lesions aforementioned. A peculiar thing about the 
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evolution of the eruption was the fact that the back and trunk, which originally 
were literally covered, were now almost free, and most of the more recent papules 
were on the face and neck. 

Course.—The course of the patient’s illness in the hospital was one of gradual 
decline in strength and weight. The temperature was of a septic type, varying 
from 99 to 104 F., and showed daily elevation. The hemoglobin concentration 
varied from 52 to 64 per cent and on one occasion after several transfusions rose 
to 71 per cent. The leukocyte count fluctuated from 11,000 to 15,000; aside from 
showing 81 per cent polymorphonuclear cells the differential count was normal. 
Morphologic studies of the blood were made repeatedly, and except for the fact 
that the leukocytes showed some slight toxic features, nothing abnormal was found. 
Blood cultures on two occasions gave negative results, as did agglutination tests, 


Fig. 1.—Reticuloendotheliosis, showing eruption on the face. 


The spinal fluid was normal, and chemical analysis of the blood showed 70 mg. of 
sugar, 11.5 mg. of calcium and 172 mg. of cholesterol per hundred cubic centimeters. 
The child continued to grow worse in spite of all supportive measures and died on 
Dec. 12, 1938, forty-five days after admission to the hospital. 

Biopsy —The dermatologic staff was at first of the opinion that the lesions 
were xanthomatous. Biopsy of the skin and studies of the blood did not bear 
this out. Biopsy of one of the papular lesions on the cheek was made on Oct. 29, 
1938, and sections were made and stained with hematoxylin and eosin and with 
sudan III for fat. The stain for fat gave entirely negative results. The sections 
stained with hematoxylin and eosin showed the epidermis to be of normal thickness 
except in the area where the tumor had pushed up and obliterated the rete pegs. 
The cutis was replaced in its entirety by a dense tumor composed of cells which 
had obliterated the sebaceous and sweat glands and the hair follicles. This mass 
in the cutis was composed of cords of cells having small vesicular nuclei and fine 
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Fig. 3—High power magnification of the reticuloendothelial cells. 
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granular nonvacuolated cytoplasm. The cells resembled epithelioid cells morpho- 
logically and appeared to be a proliferation of the reticulum of the connective tissue. 

A biopsy of the lesion in the distal portion of the femur was made. During 
the operation it was noted that the tumor had extended beyond the cortex of the 
bone, The tissue from the bone was found to be cellular and composed of numer: us 
large cells containing rather large nuclei with abundant finely granular but only 
slightly vacuolated cytoplasm. The cells were sharply outlined and had the 


Fig. 4.—Gross section, showing nodules in the liver. 


general appearance of epithelium, but there were many huge giant cells with 
multiple nuclei which apparently were of reticular origin. Though no definite 
diagnosis could be made, it was thought that the tumor probably represented 
primary reticuloendothelial metaplasia. 

Roentgenograms.—Roentgenograms of the chest showed no abnormality. There 
was a suggestion of a healed fracture in the sixth rib on the right side, and cystic 
changes were also noted in the fourth and the fifth rib. Studies of some of the long 
bones did not reveal any evidence of rickets. A roentgenogram of the pelvis showed 
cystic changes in the right acetabulum. Further studies showed structural changes 
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i) the right coxal bone, most marked in the region of the acetabulum, without any 
evidence of new bone formation. There was almost complete destruction of what 
appeared to be the first lumbar vertebra, and similar changes were noted in the 
distal portion of the shaft of the left femur. There was a pathologic fracture 
here and some evidence of periosteal bone formation which was thought to be 
the result of the fracture. 

Autopsy Data (Dr. N. Lufkin).—The spleen was slightly larger than normal 
and showed occasional elevated pale tumors 1 to 3 cm. in diameter on its external 
surface. On the cut surface innumerable hemorrhagic indurated foci were seen. 


Fig. 5.—Sections of the left femur and tibia, showing involvement by a tumor. 


The liver was definitely enlarged, and over its surface were noted two types 
of lesions: (1) rather numerous petechial hemorrhages 0.5 to 1.5 mm. in diameter 
and (2) tiny pale yellowish areas about 0.5 to 3 mm. in diameter. The lower 
part of the right lobe contained a firm circumscribed pale nodule 1 cm. in diameter, 
the central portion of which was darker than the periphery. 

There was a firm white nodule 5 mm. in diameter in the wall of the jejunum. 
The stomach and intestines were otherwise normal. 

The lymph nodes were normal except for those in the region of the celiac axis, 
which were yellow and abnormally hard. 

Examination of the left femur revealed a complete transverse comminuted 
fracture at the expanded metaphysis of the bone. The marrow here was almost 
completely replaced by a huge soft fleshy brownish gray tumor, which was exposed 
on the medial surface of the bone over an area 4.5 by 3.5 cm. The metaphysis 
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was almost entirely involved, and the tumor extended approximately to the mid- 
portion of the diaphysis, the epiphysis remaining free. 

The cortex and lateral posterior aspect of the metaphysis of the right fe:yr 
were invaded by a gray soft tumor subperiosteally located. Part of the innominate 
bone directly inferior and medial was rather extensively invaded by a destructive 
tumor, which caused protrusion of the overlying soft tissues of the pelvis for 
about 1 cm. 

Partial section of the spine revealed complete absence of the first lumbar 
vertebra, the adjacent intervertebral disks resting directly on one another with 


Fig. 6.—Section of the lower thoracic and upper lumbar portion of the spine, 
showing complete destruction of the first lumbar vertebra. 


practically no intervening tissue. The body of the twelfth thoracic vertebra was 
considerably narrower than normal and was almost completely infiltrated by a pale 
tumor, which caused extensive absorption of the bone. The second lumbar vertebra 
was only slightly narrowed, but its central portion was occupied by an extensive 
growth of tumor. 

Microscopic Observations: Nodules in the spleen, the liver and the firmer 
lymph nodes all showed histologic changes essentially the same as those of the 
bone marrow tumors described in the biopsy report. However, some of them 
contained stainable lipoid, as did a cutaneous nodule from the arm. There were 
two types of tumor: one of a characteristic reticuloendothelial type and the other 


closely resembling a xanthoma. 
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COMMENT 


After examination of the sections and review of the gross findings 
a diagnosis of reticuloendotheliosis was made. Our first clinical impres- 
sion was of xanthoma, but after the first biopsy of the skin, which did 
not show any stainable lipoid, we were unable to substantiate that diag- 
nosis. Further study with the help of biopsy of bone enabled us to 
make a diagnosis of reticuloendotheliosis, which was borne out by 
the autopsy. We looked on the widespread involvement of the many 
organs not as metastasis but rather as a sign of generalized systemic 
disease. In this case of reticuloendotheliosis there were some unusual 
clinical features. The involvement of membranous bones of the pelvis 
and the finding of stainable lipoid in some of the tumors of the skin, bone 
and lymph nodes suggested a close resemblance between Hand-Schiiller- 
Christian disease and reticuloendotheliosis. But in this case there was 
no exophthalmos, or diabetes insipidus, both common symptoms of 
Hand-Schiiller-Christian disease. Since the causes of reticuloendo- 
theliosis and xanthomatosis are unknown and in this case tumors having 
characteristics of both were found, we may assume that the provocator 
here may induce either form of reaction. Interesting was the absence 
of necrotic and hemorrhagic lesions of the mucous membranes and skin 
both clinically and microscopically. Hemorrhage is one of the most 
frequently mentioned findings in monocytic leukemia or reticuloendo- 
theliosis, according to Lynch.* On the other hand, Montgomery and 
Watkins '' reported exfoliative dermatitis as a frequent cutaneous mani- 
festation of monocytic leukemia. The condition in this case was appar- 
ently a third clinical type, presenting xanthoma-like cutaneous lesions 
and most likely closely related to the aleukemic form of monocytic 
leukemia mentioned by Sacks.'* 


SUM MARY 


We present a case of reticuloendotheliosis with involvement of the 
skin, bone, liver, spleen and lymph nodes and without the characteristic 
blood picture of this disease. There were two different types of 
lesions, both clinically and histologically. In some areas tumors com- 
posed of reticuloendothelial cells were found, and in other areas there 
were xanthomatous tumors. In this case the close resemblance of dis- 
eases involving the reticuloendothelial system and the fact that they 
are not as sharply defined entities as we had previously thought are 
brought out. There are cases, like this one, in which the borderline 
from one group to the other is crossed. 


11. Montgomery, H., and Watkins, C. H.: Minnesota Med. 21:636, 1938. 

12. Sacks, M. S.: Systemic Proliferation of the Reticuloendothelial System 
(Reticuloendotheliosis) : Report of a Case and Comments on the Literature. Arch. 
Path. 26:676 (Sept.) 1938. 
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ATOPIC DERMATITIS 


SEASONAL 


THE ROLE OF INHALANT ATOPENS 


SAMUEL M. FEINBERG, M.D. 
Associate Professor of Medicine, Northwestern University Medical School 
CHICAGO 


“Atopic dermatitis” is the term now generally accepted for the 
condition previously most popularly known as neurodermatitis, flexural 
eczema and even “eczema.” It is characterized by a dry, scaly and 
lichenified skin with small papular lesions. In acute attacks, the areas 
may become hot, vesiculated and oozing. The most characteristic loca- 
tions are the cubital and popliteal areas, neck and wrists. Not infre- 
quently the dermatitis becomes generalized. 

In recent years this dermatosis has been definitely grouped with the 
asthma—hay fever syndrome. Even authors who believe in the neuro- 
genic or psychogenic basis for the disease do not deny this association. 
In the majority of instances of atopic dermatitis, the presence of other 
allergic manifestations, such as hyperesthetic rhinitis or asthma, is 
evident. A family history of allergy is common. Frequent positive 
reactions to cutaneous tests and eosinophilia are further links in the chain 
of evidence supporting the concept of the allergic nature of atopic 
dermatitis. 

To a great degree management based on allergic findings has been 
disappointing. Elimination of foods and contact substances that have 
produced reactions when used in cutaneous tests has produced no 
remarkable success in a large percentage of cases. From the beginning 
of the conception of allergy in relation to this disease, food has been 
the incriminated agent. Up to recent years practically no allergen other 
than food has been advanced as a possibility. Even today almost every 
paper discussing the allergic factors of atopic dermatitis deals nearly 
exclusively with foods. Here is a disease which has all the earmarks of 
allergy but in which the agreement of reactions to cutaneous tests 
(mostly with foods) with proved etiologic factors has been frequently 
lacking. This is a situation unlike that existing in other allergic condi- 
tions, such as hay fever and asthma. Is it not logical to assume that 
the general concept of allergy is probably correct but that the specific 
exciting cause is frequently missed? Is it possible, for example, that 
the inhalant allergens have been given too little attention? 


From the Department of Medicine, Northwestern University Medical School. 
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in 1918 Walker * reported several cases of eczema due to inhalants. 
\lost of the patients were sensitive to horse dander. In 1 the eruption 
was definitely due to ragweed pollen. 

In 1921 Engman and Wander," in a discussion of allergy in relation 
. dermatoses, described 2 cases in which apparently inhalation of horse 
dander was responsible for the chronic generalized eczema. In 1933 
Taub and Zakon,? in describing a boy with atopic dermatitis who was 
sensitive, among other things, to hog hair, expressed the opinion “that 
the strong reaction to hog hair may have been an etiologic factor pos- 
sibly by inhalation.” These authors also suggested that allergy to silk 
may owe its origin to inhalation. In the same year Figley and 
Parkhurst ® reported 5 instances of atopic dermatitis in which. silk 
played a prominent part. They expressed the belief that the silk acted 
as an inhalant. 

Sulzberger and Vaughan * in 1934 reported experiments indicating 
that the silk allergen could be absorbed by inhalation in sufficient 
quantity to affect passively sensitized sites. It will be remembered that 
several years previously Cohen and his associates ° had demonstrated 
that inhalation of pollen by passively sensitized subjects resulted in 
reactions at the sites of sensitization. 

The possibility of inhalants’ causing atopic dermatitis is being dis- 
cussed more widely now among students in the field of allergy. Little 
mention, however, is appearing in print. One of the recent articles 
dealing with this type of dermatitis stresses the probable importance 
of inhalants. Netherton® analyzed a series of 50 cases of atopic 
dermatitis. Of the children and adults involved, 48 reacted to cutaneous 
tests with inhalants—primarily dust, silk, orris and feathers. This 
author expressed the belief that the good results he had frequently 
seen produced by environmental changes in this disease might be 
explained, in part at least, on the basis of sensitivity to inhalants. 
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30) 1918, 

la. Engman, M. F., and Wander, W. G.: Application of Cutaneous Sensitiza- 
tion to Diseases of the Skin, Arch. Dermat. & Syph. 3:223 (March) 1921. 

2. Taub, S. J., and Zakon, S. J.: Neurodermatitis Due to Protein Sensitization, 
J. Allergy 5:53 (Nov.) 1933. 

3. Figley, K. T., and Parkhurst, H. J.: Silk Sensitivity with Especial Ref- 
erence to Its Role in Atopic Eczema, J. Allergy 5:60 (Nov.) 1933. 

4. Sulzberger, M. B., and Vaughan, W. T.: Experiments in Silk Hypersensi- 
tivity and the Inhalation of Allergens in Atopic Dermatitis, J. Allergy 5:554 
(Sept.) 1934, 

5. Cohen, M. B.; Ecker, E. E.; Breitbart, J. R., and Rudolph, J. A.: Rate 
of Absorption of Ragweed Pollen Material from the Nose, J. Immunol. 18:419 
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The slowness of progress in the concept of allergy to inhalants as 
an important cause of atopic dermatitis may owe its origin to the diff- 
culties encountered in associating chronic symptoms with perennial 
causes. One would suspect that if the inhalant allergens were seasonal 
the correlation between the cause and the disease would be more 
readily apparent and more easily studied. 

Many observers have noted that in some instances the summer 
months bring on a severe exacerbation of the symptoms. The pre- 
vailing explanation for this observation has been that such factors 
as sunlight, heat and bathing have been responsible. Thus, Wise and 
Wolf * spoke of the frequent exacerbation of symptoms of this disease 
in the fall. On the other hand, Sulzberger and Goodman * apparently 
had more definite suspicions when they said, in 1936: “Without wish- 
ing to draw conclusions at this point, we merely state that the majority 
of fall-exacerbating cases presented positive wheal reactions to ragweed 
pollens.” Cazort,® in a paper dealing with allergy to house dust, men- 
tioned a case of atopic dermatitis aggravated by oak pollen. Rowe" 
claimed that atopic dermatitis due to inhalation of pollen is not an 
uncommon manifestation. It is well to recall that in earlier papers on 
a number of occasions attempts to propose the inhalation of pollen as 
a possible cause of atopic dermatitis have created little notice among 
subsequent investigators in the field. In 1919 Hannah '° described a 
case of generalized dermatitis, apparently of the atopic variety, in which 
ragweed pollen was shown to be the etiologic factor. In the same year 
Sutton '' described several cases of ragweed dermatitis, in at least 1 of 
which the disease was undoubtedly of the atopic type. 

This paper deals with a report of several cases of atopic dermatitis 
with definite seasonal aggravation, in which seasonal inhalants were 
found to play an active part in the irritation of the skin. This con- 
clusion was reached on the basis of a history of seasonal exacerbation, 
positive reactions to cutaneous tests with pollen and fungi, passive 
transfer tests, direct observation of the symptoms in connection with 
pollen and mold counts, comparison of variation in intensity of symp- 


toms with those of respiratory allergies definitely diagnosed as due 

7. Wise, F., and Wolf, J.: Eczema and Its Practical Management, J. A. M. A. 
111:2106 (Dec. 3) 1938. 

8. Sulzberger, M. B., and Goodman, J.: Relative Importance of Specific Skin 
Hypersensitivity in Adult Atopic Dermatitis, J. A. M. A. 106:1000 (March 21) 
1936. 

9. Cazort, A.: House Dust Antigen in Allergy, South. M. J. 29:1022 (Oct.) 
1936. 

9a. Rowe, A. H.: Clinical Allergy, Philadelphia, Lea & Febiger, 1937. 

10. Hannah, L.: Ragweed Dermatitis: A New Treatment with Preliminary 
Report of a Case, J. A. M. A. 72:853 (March 22) 1919. 

11. Sutton, R. L.: Ragweed Dermatitis, J. A. M. A. 78:1433 (Nov. 8) 1919. 
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t pollen or fungi, the occasional acute exacerbation of the dermatitis 
from treatment with the inhalant allergen and the results of treatment. 
It is true that not all of these items could be ascertained in every case, 
vet in all but 3 or 4 sufficient evidence existed to convince me that the 
symptoms were due in part to inhalants of a more or less seasonal nature. 

The accompanying table is a brief summary of the essential findings 
in these cases. In 3 of these (cases 4, 11 and 12) pollen was apparently 
the sole seasonal inhalant responsible. In only 1 (case 4) had pollen 
extracts been used, with practically complete failure. Yet, in 2 of the 
3 cases (4 and 11) observation during the ragweed season showed 
conclusively that the acute exacerbation occurred during periods in 
which the ragweed pollen counts were high. 

Previously reported observations ** indicate that the presence of 
large numbers of fungus spores in the air is responsible for hay fever 
and asthma in many instances and that the tendency of seasonal inci- 
dence in this type of allergy is great. The length of the season varies 
with the patient but tends to be included in the period between April 
and November. 

In case 9 fungi were the only type of seasonal inhalant to which 
sensitivity was present. Treatment with the fungi did not progress 
to a sufficient level of tolerance to produce any appreciable degree of 
improvement. In 10 of the entire group (cases 1, 2, 3, 5, 6, 7, 8, 
10, 13 and 14) reactions were obtained to cutaneous tests with 
both fungi and pollen. In 3 of these 10 (cases 8, 13 and 14) 
observation was not sufficiently close for the formulation of a decisive 
opinion as to the part played by the seasonal inhalants. In 6 of the 
group (cases 1, 2, 3, 6, 7 and 10) treatment with pollen and fungi 
produced definite improvement. Observation of the latter group indi- 
cated that exacerbations of symptoms correspond more with the “mold 
days” than with the “pollen days” and that the mold extracts had a 
greater tendency to produce systemic reactions (cases 1 and 2). 

In this connection an episode of particular interest occurred in the 
first part of November 1938. Beginning about November 2 and con- 
tinuing for two or three days, a strong wind with unusually high 
temperatures resulted in an extraordinary amount of mold spores in 
the air. Many patients with hay fever and asthma whose main causa- 
tive factor was allergy to fungi had acute exacerbations during that 
period. As a matter of fact, this “mold shower” was of considerable 
diagnostic aid in corroborating the diagnosis of allergy to molds in 
several new cases under observation at that time. During this period 
5 of the mold-sensitive patients with atopic dermatitis came in with an 


12. Feinberg, S. M.: Seasonal Hay Fever and Asthma Due to Molds, J. A. 
M. A 107:1861 (Dec. 5) 1936; Asthma and Allergic Rhinitis from Molds: 
Analysis of Ninety Cases, Journal-Lancet 57:87 (March) 1937. 
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Summary 


Family 


Dura- Date of Hi 
Age, tion, First Cutaneous Associated many 
Case Yr. pie Visit Manifestations Season Allergy Allergy 
1,G. M. 14% 3 7/12/87 Generalized lichenified Year round, Eezema in infancy: 
weeping dermatitis; but worse in mild hay fever 
worse on face, neck, “summer” 


arms and shoulders 


2. B. M. 16 4 9/17/36 Generalized dermatitis, Year round, Perennial rhinitis: 0 
Q raw and weeping: worse but worse in hay fever in spring 
on flexures, wrists and “summer and and fall: slight 
neck fall” eczema in early 
childhood 


8. 8. E. s ? 6/19/36 Slight flexural derma- Year round, Rhinitis about June 4 
Q titis: had been worse but worse in to fall 

and became worse again summer 

during latter part of 

summer 1936 


11/4/37 Generalized dermatitis Year round, Perennial rhinitis, 


.°] with marked lichenifi- but worse in worse in July and 
cation, first on face and summer August; occasional 
flexures and later gen- attacks of asthma 
eralized 


q 7/28/38 Generalized dermatitis, “Skin bad Asthma and hay 
roi more on flexures: present during rag- fever 

since infancy but more weed season” 
troublesome since age 14 


. 8/24/35 Slight flexural eczema Worseinsum- Hay fever June to 
fos since infancy mer and fall September 


7 J. R. 4% 4 6/14/38 Atopic dermatitis Worse insum- Rbhinitis and asthma + 
mer 


8. W. H. 22 ae 11/12/37 Dermatitis on face, Much worse Rhinitis, worse in - 
neck, flexures and wrist in summer summer 


Worse insum- Severe asthma, 
mer and fall worse in summer 
and fall 


9. 8. K. 17 10 7/28/36 Generalized dermatitis 


Severe asthma 


Worse in sum- 
mer 


7/12/37 Atopic dermatitis 


11, A. N. 4/18/38 Generalized and mostly No difference None Adopted 
flexural dermatitis child: fan 
ily not know 


9 


12. H. B. 44 40 4/ 2/34 Itching papular rash Worse in spring Rhinitis 


on flexures of elbows, and summer 


chest and neck 
13. M. 8. 4% 4 7/29/35 Flexural dermatitis Worse insum- Hay fever + 
chiefly mer 


14. 8. G. 26 25 6/27/36 Flexural and somewhat Worseinsum- Asthma and hay - 
generalized dermatitis mer fever 
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4. M.C. 14 9 + 
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an 
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10. L. 8. 12 5 + 
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0 
nd 
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Adopted 
fam 


ot knows 


Cutaneous 
Reactions 


Silk, many molds 
and yeast, <rass 
and ragweed 


silk, many molds 
and yeast, grass 
and ragweed, a 
few foods 


Many molds and 
yeast, grass and 
ragweed 


Silk, orris and 
ragweed 


Trees, grass, cheno- 


pods, ragweed; 
molds and yeast; 
flaxseed, orris and 
a few foods 


Trees, grass, rag- 
weed, orris, molds, 
yeast, nuts and a 
few other foods 


Ragweed, molds 
and yeast; foods 
and epidermal 


preparations 
Ragweed and grass; 


silk, molds and 


Observation 


11/11/37, much improved 
without treatment; 12/4, 
further improvement: 
6/24/38, worse last few days: 
11/4, bad last two days; 
12/28, much improved over 
summer 

Skin aggravated during 
ragweed season and in 
periods when mold concen- 
tration of air is high; 
marked exacerbation 
11/2-5/38 

Sneezing in 1937 began in 
April; skin worse at height 
of ragweed season; skin 
aggravated in early May 
(before grass season) and 
cleared up in winter: flare- 
up on “mold days’ par- 
ticularly 11/2-5/38 

Worse during ragweed 
season of 1988 


Worse in ragweed season 


Worse in oak, grass and 
ragweed seasons: skin 
aggravated 11/2/38 for a 
week or two; cutaneous 
tests at this time showed 
reactions to fungi 


Skin bad from 11/2-8/38 


Cleared up in Wyoming: 
better in Boston 


Worse on “mold days”: 
marked flare-up 11/2-5/38 


agweed, molds and Worse in “mold days” 


agweed 


Ragweed, some 
molds 
nd yeast 


prass, some foods, 


Acute exacerbation in rag- 
weed season 


Reactions to fungi in 1938 


Treatment 


3/11/38 to date: 
pollen, mold 
and silk 


1/16/37 to date: 


Systemic 
Reactions 
from Treatment 
(Acute 
Dermatitis) 


1 from mold 
1 from silk 


Slight 


molds, grass, rag- 


weed and silk 


6/18/37 to date 


4/26 to 9/1/38: 
ragweed, silk 


Treatment, but 
insufficient 


1936, 1987 and 
1938: pollen 


Mold and pollen 


Slight treatment 


with fungi 


1988 


Skin flared up 
from injee- 
tions of rag- 
weed 


None 


Results 


Acute inflammation during 
summer practically gone; 
lichenifieation still marked; 
observation and treatment 
indicate mold and pollen 
allergy 


Marked improvement, par- 
ticularly in seasonal symp- 
toms; observation and 
treatment indicate mold 
and ragweed allergy 


Improved; observations indi- 
cate that mold and ragweed 
are important causes of her 
dermatitis 


No seasonal improvement: 
improvement out of season 
due to elimination of foods: 
observation indicates that 
ragweed is cause of seasonal 
dermatitis 


Treatment insufficient to be 
evaluated: observation 
shows definite ragweed 
allergy 


Some improvement in hay 
fever, none in dermatitis; 
observation indicates cuta- 
neous allergy due to rag- 
weed and fungi 


Marked improvement: ob- 


servation indicates fungi 


eaused dermatitis 


Inconelusive 


Improved 


= 
mar of Cases 
nily al 
tory 
Tgy 
a 
a 
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4 None 
4 Rilk, molds and 
east; epidermal 
mepreparations 
‘pidermal prepa- None 
ations, silk and 
a 
+ molds, yeast, 
orris 
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acute flare-up of their dermatitis, the symptoms beginning practically 
at the same time in all cases. This impressed me perhaps more than 
anything else with the etiologic relation of fungi to the cutaneoys 
symptoms of these patients. 

Another point worthy of note is the date of the patient’s first visit. 
It is a logical observation that the patient with a chronic ailment js 
likely to seek aid from the physician during the bad periods rather 
than the good ones. It will be noted from the table that most of these 
patients presented themselves during the months between June and 
November and some as early as April. This, it will be remembered, 
corresponds to what has been described as the “mold season,” ™ and of 
course within this season are also contained the pollen seasons. No 
patients were seen for the first time in the period between the latter 
part of November and the first part of April. It is safe to assume 
that during that period these patients were at their best. 

Attention should be called to other points of interest. Ten of the 
patients were female, and all had symptoms beginning in early childhood, 
Twelve had a definite family history of allergy: 1 apparently had none, 
and 1 had an unknown history, having been an adopted child. Patients 
sensitive to fungi did not give a history of exacerbation during a sharply 
delineated season, but were inclined to describe the seasons as “summer” 
or “summer and fall” or “all year round, except when there is snow 
on the ground.” None of these patients was entirely free of cutaneous 
symptoms during the winter; varying degrees of lichenification persisted. 
Only 1 patient in the group had allergic manifestations confined to the 
skin. All of these patients were sensitive to other allergens in addition 
to pollen and fungi: 7 to silk, 5 to orris, 11 to yeast (fungus) and many 
to epidermal preparations and foods. In many the symptoms were 
improved in winter by the avoidance of yeast. 

It may be argued that the production of the cutaneous manifesta- 
tions is by direct contact with the pollens and fungi rather than by 
absorption after inhalation. Several facts contradict such a possibility: 
The distribution and character of the dermatitis here described differ 
from those of the contact type. Cutaneous tests gave positive results 
in all cases, and atopic reagins were present whenever determinations 
were made. Other authors have shown that by inhalation of pollen 
and other allergens a sufficient quantity may be absorbed to cause a 
reaction in a cutaneous site passively sensitized. 


SUMMARY 


In a group of 14 cases it has been shown that the seasonal aggrava- 
tion of atopic dermatitis was due to the inhalation of seasonal atopens, 


| 


FEINBERG—ATOPIC DERMATITIS 207 


pollen and fungi. The facts which warrant such a conclusion are: 
the history of seasonal aggravation ; the positive reactions to cutaneous 
tests with seasonal air-borne allergens and the demonstration of atopic 
reayins; the correlation of variation in intensity of symptoms with the 
air content of pollen and fungus spores, as determined by observation ; 
the occasional flare-up of the dermatitis following the injection of pollen 
or fungus extracts and the greatly improved results following specific 
desensitization. The inhalation of fungus spores is proposed as a 
new factor in the causation of atopic dermatitis. The group of cases 
described in this paper is reported chiefly because the seasonal nature 
of the symptoms made the correlation of cause and effect striking and 
conclusive. It is suggested that inhalation of air-borne atopens is 
probably a common source of atopic dermatitis. 


185 North Wabash Avenue. 
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MAPHARSEN IN THE TREATMENT 
OF EARLY SYPHILIS 


COMPARISON OF RESULTS IN ONE HUNDRED AND EIGHTY-EIGHT CAsgs 
WITH THOSE OF THE COOPERATIVE CLINICAL GROUP 


LOUIS CHARGIN, M.D. 


WILLIAM LEIFER, M.D. 
AND 


THEODORE ROSENTHAL, M.D. 
NEW YORK 


Opinion is almost unanimous that arsphenamine (diaminodihydroxy- 
arsenobenzene hydrochloride) is to this day the most effective arsenical 
in the treatment of early syphilis. However, since its first introduction it 
has been apparent that because of its by-effects and the difficulty of its 
preparation and administration it is not a practicable drug for use by the 
general practitioner. Efforts have been made, and are still being made, 
to develop a more satisfactory arsenical. These efforts have resulted in 
the introduction of useful but far from ideal drugs, the most important 
being neoarsphenamine, silver arsphenamine and sulfarsphenamine. The 
need for a drug of high therapeutic efficiency, minimal toxicity and facil- 
ity of preparation and administration is of vital importance for the ulti- 
mate eradication of syphilis. Among the drugs recently introduced and 
said to meet more closely the aforementioned criteria is mapharsen, for 
which the following claims * have been made: It is a pure and stable 
chemical showing little or no variation in different lots; it has a low 
arsenic content in therapeutic doses (the average single dose [0.06 Gm.] 
of mapharsen contains 0.017 Gm. of arsenic, while a dose of equivalent 
effect [0.6 Gm.] of neoarsphenamine contains 0.12 Gm. of arsenic) ; 
it has high therapeutic efficiency in human beings as well as in animals, 
and finally, it is readily soluble and easy to administer and has relatively 
low toxicity. 

Mapharsen, the hemialcoholate of metaaminoparahydroxypheny!- 
arsine oxide hydrochloride, or arsenoxide was synthesized and studied 
by Ehrlich and Hata? under the chemical name amidophenolarsenoxide. 


From the Central Clinic, Bureau of Social Hygiene, Department of Health 
of the City of New York, Dr. John L. Rice, Commissioner. 
1. Parke, Davis & Co.: Mapharsen: An Arsenical for Antisyphilitic Therapy, 


1939. 
2. Ehrlich, P., and Hata, S.: Experimentelle Chemotherapie der Spirillosen, 


Berlin, Julius Springer, 1910. 
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‘hey did not recommend its use for human beings with syphilis because 
they regarded it as highly toxic and as possessing a lower chemo- 
therapeutic index than arsphenamine. 

On the basis of experiments with animal trypanosomiasis, Voegtlin 
and Smith * in 1920 postulated the theory that the arsphenamines when 
introduced into the body had first to be converted to arsenoxide before 
a trypanocidal or spirocheticidal effect occurred. In 1925 Voegtlin * 
stated that while it might appear desirable to use arsenoxide in thera- 
peutics, it was necessary to remember that this drug has a somewhat 
lower margin of safety than arsphenamine and that the “‘arsenoxide 
effect” can be achieved more readily and maintained over a longer period 
by the injection of arsphenamine. 

In 1932 Rosenthal ° was able for the first time to demonstrate the 
presence of arsenoxide in animal tissues after the injection of arsphen- 
amine and neoarsphenamine. He found that 10 to 12 per cent of the 
injected arsphenamine could be recovered as arsenoxide from the liver 
of the rat, if the estimations were made three to four hours after the 
injection, and that none could be found in other tissues. He suggested, 
as a result of these studies, that “it is probably not the total quantity of 
arsenic injected but that portion in the form of arsenoxide which plays 
an important part in the therapeutic and toxic effects.” On the basis 
of experimentation, Tatum and Cooper® declared in 1932 that pure 
arsenoxide has a higher therapeutic index for rabbit syphilis than any 
other antisyphilitic agent. This conclusion was in great measure con- 
firmed by Gruhzit.*. However, there has been one important dissenting 
opinion, that of Raiziss and Severac,* who found arsenoxide to have a 
chemotherapeutic index of 0.9, and neoarsphenamine one of 5, for rabbit 
syphilis. It is impossible to explain this discrepancy, especially in view 
of the satisfactory clinical results which have thus far been reported with 
arsenoxide. 


3. Voegtlin, C., and Smith, H. W.: Quantitative Studies in Chemotherapy : 
Oxidation of Arsphenamine, J. Pharmacol. & Exper. Therap. 16:199 (Oct.) 1920. 

4, Voegtlin, C.: Pharmacology of Arsphenamine (Salvarsan) and Related 
Arsenicals, Physiol. Rev. 5:63, 1925. 

5. Rosenthal, S. M.: Formation of Arsenoxide from the Arsphenamines in 
ae Animal and in Test-Tube Oxidations, Pub. Health Rep. 47:933 (April 22) 

32. 

6. Tatum, A. L., and Cooper, G. A.: Meta-Amino Para-Hydroxy Phenyl 
Arsine Oxide as an Antisyphilitic Agent, Science 75:541 (May 20) 1932. 

7. Gruhzit, O. M.: Arsenoxide ( Meta-Amino-Para-Hydroxyphenyl Arsen- 
oxide) in Experimental Animals, Arch. Path. 18:582 (Oct.) 1934. 

8. Raiziss, G. W., and Severac, M.: Comparative Chemotherapeutic Studies 
of : “Arsenoxide” (3-Amino-4-Hydroxy-Phenyl-Arsenoxide) and Neoarsphen- 
amine, Am. J. Syph. & Neurol. 19:473 (Oct.) 1935. 
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The aforementioned experimental evidence, with its weight in fayor 
of mapharsen as an effective antisyphilitic drug, warranted its trial for 
human syphilis. The earliest clinical studies on mapharsen were pub- 
lished by Foerster and his associates * in 1935. Since then a mass of 
material has appeared in the literature of this country, most of which 
agrees on the favorable effects of mapharsen on the various forms of 
syphilis. To mention only a few, there are the papers of Gruhzit and 
Dixon '® (4,841 cases), Miller and his co-workers"! (400 cases), 
Schmidt and Taylor ** (1,400 cases), Cole and Palmer '* (242 cases), 
Astrachan * (158 cases) and Parsons '*® (26 cases). No attempt will 
be made to analyze this material, but we should like to state that the 
findings have been generally excellent and encouraging and that toxic 
complications have been minimal. 

The purpose of this study was to determine the efficacy of mapharsen 
against early syphilis and to compare the results with those obtained in 
the same stage of the disease by the most effective method of therapy 
now in use. Early syphilis was chosen not only because it offers the 
best outlook for cure but because it can best be subjected to exacting 
criteria of evaluation. The later stages of the disease do not lend them- 
selves readily to such informative analysis. If it can be demonstrated 
that for early syphilis mapharsen is as effective as the older arsenicals, 
then the drug must be given a high place in the antisyphilitic arma- 
mentarium, since it has the additional advantage of being suitable for 
use by the general practitioner, because of ease of administration and 
minimal toxicity. 

MATERIAL STUDIED 


In conformity with the stated objective, this study is limited to early syphilis. 
The total series comprised 215 cases, of which only 188 will be detailed, since 


9. Foerster, O. H.; McIntosh, R. L.; Wieder, L. M.; Foerster, H. R., and 
Cooper, G. A.: Mapharsen in the Treatment of Syphilis: A Preliminary Report, 
Arch. Dermat. & Syph. 32:868 (Dec.) 1935. 

10. Gruhzit, O. M., and Dixon, R. S.: Mapharsen in the Mass Treatment of 


Syphilis in a Clinic for Venereal Diseases, Arch. Dermat. & Syph. 34:432 


(Sept.) 1936. 

11. Miller, H. E.; Epstein, N. N., and Simpson, R. G.: Mapharsen: Its 
Use in the Treatment of Syphilis, California & West. Med. 45:321 (Oct.) 1936. 

12. Schmidt, L. E., and Taylor, G. G.: The Treatment of Syphilis with 
Mapharsen, Am. J. Syph., Gonor. & Ven. Dis. 21:402 (July) 1937. 

13. Cole, H. N., and Palmer, R. B.: Mapharsen in the Treatment of Syphilis, 
Arch. Dermat. & Syph. 36:561 (Sept.) 1937. 

14. Astrachan, G. D.: Mapharsen in Antisyphilitic Therapy, Am. J. Syph. 
Gonor. & Ven. Dis. 21:81 (Jan.) 1937. 

15. Parsons, R. P.: An Estimate of Arsenoxide (Mapharsen) in the Treat- 
ment of Early Syphilis, U. S. Nav. M. Bull. 35:207 (April) 1937. 
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these alone we were able to follow long enough to allow a fair evaluation of 
the therapeutic efficiency of the drug. The 188 cases included 27 of seronegative 
primary syphilis (in all of which dark field examination gave positive results), 
55 of seropositive primary syphilis (results of dark field examination positive in 
45) and 106 of early secondary syphilis, with active secondary lesions in most 
of them. One hundred and seventy of the patients were male and 18 female; 106 
were white, 81 Negro and 1 yellow. The ages varied from 14 to 70 years, the 
majority being young adults (150 patients were between 20 and 39). 


THERAPEUTIC PROCEDURE 


The continuous method of therapy advocated by the Cooperative Clinical 
Group was followed in all cases, at times with a few minor modifications because 
of technical difficulties or irregularity of the patients’ attendance. For most of 
the patients the maximal recommended dose was used, namely, for males 0.06 
Gm, and for females 0.04 Gm. The usual initial dose was, respectively, 0.04 
and 0.03 Gm. For a few patients, especially the aged and also several reactors, 
the dose was necessarily reduced. The number of injections for patients with 
seronegative primary syphilis varied between 20 and 47; for those with sero- 
positive primary syphilis, between 20 and 56 (except in the case of 1 patient, 
who received only 10 doses), and for those with secondary syphilis, between 
20 and 72 (except that 1 patient received only 13 doses, 2 were given 16, 2 had 18 
and 1 had 19). In all cases 10 per cent bismuth subsalicylate in oil was given 
in doses averaging 1.5 cc. per injection, the number being at least equal to, and 
usually greater than, the number of arsenical injections given. 


CLINICAL RESPONSE 


With respect to the effect on spirochetes, our observations parallel 
those of previous investigators. Twenty-four hours after the initial 
dose, and in some cases again after forty-eight hours, we were unable 
to find organisms by dark field examination in lesions in which they 
had been seen previously. Both primary and secondary lesions disap- 
peared with approximately the same rapidity as with the arsphenamines 
in the usual doses. Naturally the more solid lesions required a longer 
time for involution. No recalcitrant syphilitic lesion was encountered in 
this series. 

SEROLOGIC RESPONSE 


Because of the irregularity of performance of the serologic test, 
detailed statistical evidence cannot be furnished regarding the rapidity 
of reversal of the Wassermann reaction. In a general way it can be 
said that when the test was done with any degree of regularity, a 
reversal of the reaction to negative occurred in the cases of seropositive 
primary syphilis in an average period of approximately thirteen weeks, 
the extremes being three and thirty weeks; in the cases of secondary 


syphilis the average period required was eighteen weeks, and the 
extremes were six and forty-two weeks. 
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PERIOD OF OBSERVATION 


The period of observation varied in the cases of seronegative pri- 
mary syphilis from twelve to forty months; in the cases of seropositive 
primary syphilis, from twelve to thirty-eight months, and in the cases of 
secondary syphilis, from thirteen to forty-two months. Of the total 


TABLE 1.—Results of Treatment, Amount of Drug and Period of Observation, 
Classified According to Stage of the Disease When 
Treatment Was Begun 


Results of Reaction of Doses of Period of 
Treatment Spinal Fluid Mapharsen* Observation 


Satis- Unsat- Less 

Stage of fac- isfac- Nega- Posi- 20o0r Than Over Under 

Disease tory tory tive tive More 20 =18 Mo. 18 Mo. 


Seronegative Total cases 27 26 1 13 0 27 0 20 7 
primary Percentage 100.0 §=96.3 3.7 100.0 0 100,0 0 74.1 9 
Seropositive Total cases 55 44 11 22 2 54 1 38 17 
primary Percentage 100.0 80.0 20.0 91.7 8.3 98.2 1.8 69.1 30.9 
Secondary Total cases 106 88 18 47 3 100 6 77 29 
Percentage 100.0 83.0 17.0 94.0 6.0 94.3 5.7 72.6 74 
Total Total cases 188 158 30 82 5 181 7 135 538 
Percentage 100.0 84.0 16.0 94.2 5.8 96.2 3.8 71.8 82 


* The number of injections of the bismuth preparation in every case either equaled or 
exceeded the number of injections of mapharsen. 


TABLE 2.—Comparison of Results of Treatment with Mapharsen with Those of 
Arsphenamine Reported by the Cooperative Clinical Group 


Results of Treatment 


atta 


Department Cooperative Clinical 
of Health, Group, Arsphenamine 
Mapharsen and Neoarsphenamine 


Satis- Unsatis- Satis- Unsatis- 
factory factory factory factory 


Stage of Disease 


Seronegative primary Number of cases 26 1 19 3 
Percentage 96.3 3.7 86.4 13.6 
Seropositive primary Number of cases 44 11 18 10 
Percentage 80.0 20.0 64.3 $5.7 
Secondary Number of cases 8s 18 97 2 
Percentage 83.0 17.0 81.5 18.5 
Total Number of cases 158 30 134 35 
Percentage 84.0 16.0 79.3 20.7 


series of 188 patients, 135 (71.8 per cent) were observed for eighteen 
months or longer. We realize that the period of observation in some of 
our cases was inadequate and that in a percentage of these cases further 
observation may reveal some type of relapse; this percentage, however, 
probably will be too small to alter materially our statistical results. 
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ANALYSIS AND COMPARISON WITH RESULTS OF COOPERATIVE 
CLINICAL GROUP 


In evaluating our results, we have chosen the method employed by the 
Cooperative Clinical Group, classifying them as satisfactory and unsatis- 
factory. By a “satisfactory result” the Cooperative Clinical Group ”* 
understands “that the patient has had a long series of negative blood 
serologic tests, in many cases a negative spinal fluid, no recent clinical 
or serologic signs of relapse or progression, and in most instances a nega- 
tive physical examination.” For comparison of results we have selected 
only their series of cases of early syphilis’ treated by the continuous 
method with arsphenamine or neoarsphenamine and a heavy metal, since 
in this series the best results were obtained in the treatment of early 
syphilis. We are thereby subjecting our material to what may be regarded 
as a rigorous test. 


Analysis of tables 1 and 2 reveals the following facts : 


1. Seronegative primary syphilis: Of a total of 27 patients there 
was a Satisfactory result in 26 (96.3 per cent), the 1 exception (3.7 
per cent) having a serorelapse after nineteen months. However, this 
patient at the same time had a completely normal spinal fluid. Of the 
total group of 27 patients, 13 had examinations of the spinal fluid; in 
all instances the results proved negative. Comparing these figures with 
those of the Cooperative Clinical Group,’ we find that of 22 patients 


19 (86.4 per cent) had a satisfactory and 3 (13.6 per cent) an unsatis- 
factory outcome. 


2. Seropositive primary syphilis: Of a total of 55 patients, a satis- 
factory result was obtained for 44 (80 per cent) and an unsatisfactory 
result for 11 (20 per cent). Of the group with an unsatisfactory result, 
8 had an irreversible Wassermann reaction of the blood; 2 had positive 
findings in the spinal fluid and also a serologic relapse, and 1 had a 
serologic relapse alone. Of the total of 55 patients in this group, 24 
had examinations of the spinal fluid; for 22 (91.7 per cent) of these 
results were negative, and for 2 (8.3 per cent), positive. Examining 
comparable figures of the Cooperative Clinical Group,’ we find that of 
a total of 28 patients in this classification satisfactory results were 
obtained for 18 (64.3 per cent) and unsatisfactory results for 10 (35.7 
per cent). 

3. Secondary syphilis: Of a total of 106 patients satisfactory results 
were obtained for 88 (83 per cent) and unsatisfactory results were 
obtained for 18 (17 per cent). Of the groups with unsatisfactory results, 


16. Stokes, J. H.; Usilton, L. J.; Cole, H. N.; Moore, J. E.; O'Leary, P. A.; 
Wile, U. J.; Parran, T., Jr., and McMullen, J.: What Treatment in Early 
Syphilis Accomplishes, Ven. Dis. Inform. 15:341 (Nov.) 1934. 

17. Stokes and others,!® table 3. 
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12 had an irreversible Wassermann reaction of the blood and 1 of these 
12 had in addition positive findings in the spinal fluid; 5 patients had a 
serologic relapse, and 2 of these had in addition a clinical relapse; | 
patient had a negative Wassermann reaction of the blood and normal 
spinal fluid except for a 1 plus Wassermann reaction. Of the total of 
106 patients in this group, 50 had examinations of the spinal fluid; for 
47 (94 per cent) of these the results were negative, and for 3 (6 per 
cent), positive. Comparing these findings with those of the Cooperative 
Clinical Group,'* we note that of a total of 119 patients satisfactory 
results were obtained for 97 (81.5 per cent) and unsatisfactory results 
for 22 (18.5 per cent). 

Summarizing, we find that of our complete series of 188 patients, 158 
(84 per cent) had a satisfactory result and 30 (16 per cent) an unsatis- 
factory result ; in comparable material treated by the Cooperative Clinical 
Group ‘* with the arsphenamines and a heavy metal by the continuous 


TasLe 3.—Results of Examinations of Spinal Fluid Classified According to 
the Interval After Which Examination Was Made 


6 to 12 Months 12 to 24 Months Over 24 Months 
Total Total Total 
Cases Pereentage Cases Percentage Cases Percentage 


100.0 47 100.0 
Negative results......... 6 100.0 44 .6 32 94.1 
Positive results.......... 0 0 3 6.4 2 59 


method, of 169 patients, 134 (79.3 per cent) had a satisfactory result and 
35 (20 per cent) an unsatisfactory result. 


FURTHER ANALYSIS OF UNSATISFACTORY RESULTS 


In the entire series of 188 patients, the number for whom an unsatis- 
factory result was obtained was 30 (16 per cent). In an analysis it 
was found that they could be divided into two groups: (1) those who 
received regular therapy in adequate doses over a long enough period, 
whom we designate as showing definite drug failure ; (2) those who may 
have had adequate doses but lapsed from regular treatment or who had 
regular treatment but inadequate doses. 

The 1 unsatisfactory result in the cases of seronegative primary 
syphilis could be ascribed to definite drug failure. In the cases of 
seropositive primary syphilis, 9 of 11 unsatisfactory results could be 
ascribed to drug failure and 2 to irregular attendance despite adequate 
doses. In the cases of secondary syphilis, 13 of 18 unsatisfactory results 
were due to drug failure, 4 to irregular attendance despite adequate doses 
and 1 to inadequate doses (because the patient was 70, small doses were 


intentionally used). 
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¢o\MPARISON OF REACTIONS OF SPINAL FLUID WITH COMPARABLE 
FIGURES OF THE COOPERATIVE CLINICAL GROUP 78 


Of the series of 188 patients, 87 had examinations of the spinal fluid 
at variable periods after the commencement of therapy (table 3). Of 
the 87 examinations, 82 (94.2 per cent) gave completely negative results 
and 5 (5.8 per cent) revealed some abnormality. Of the abnormal 
fluids, 1, examined after fourteen months, gave a 1 plus Wassermann 
reaction; 1, examined after twenty months, gave a 3 plus Wassermann 
reaction; 1, examined after twenty months, gave a 4 plus Wasser- 
mann reaction, contained 12 cells and an increased amount of globulin and 
gave a colloidal gold curve of 1111110000; 1, examined after thirty 
months, gave a 4 plus Wassermann reaction, and the last, examined 
after forty-two months, gave a 1 plus Wassermann reaction. 

Analysis according to the time at which the examination was made 
shows that in the six to twelve month period all 6 patients for whom 
examinations were made had normal spinal fluid; this can be compared 
with the findings of the Cooperative Clinical Group, in a more or less 
similar series, in which 91.2 per cent of patients had normal spinal fluid 
alter the same interval. In the twelve to twenty-four month period, of 
47 patients 44 (93.6 per cent) had normal and 3 (6.4 per cent) abnormal 
fluid; the Cooperative Clinical Group ’* found 87.3 per cent normal 
and 12.7 per cent abnormal in the same period. After twenty-four 
months, of 34 patients, 32 (94.1 per cent) had normal fluid and 2 (5.9 
per cent) abnormal, as compared with the figures of the Cooperative 
Clinical Group,'* 97.8 per cent normal and 2.2 per cent abnormal. 


TOXIC REACTIONS 


The more immediate reactions to mapharsen included pain in the arm 
at the time of injection; this was observed in approximately 5 per cent 
of cases early in the study, but became uncommon later, probably because 
of the increased speed of injection, and possibly too because of improve- 
ment in the preparation of the drug by the manufacturer. Often asso- 
ciated with this pain were some numbness of the arm and some dizziness, 
but all the reactions were transitory. Nausea with or without vomiting 
was by far the most common reaction encountered, occurring in about 
10 per cent of all patients; this symptom lasted a variable period, but 
Was never serious enough to interfere with further therapy. After the 
more severe reactions the subsequent dose or two were reduced, but 


18. O'Leary, P. A.; Cole, H. N.; Moore, J. E.; Stokes, J. H.; Wile, U..J.; 
Parran, T.; Vonderlehr, R. A., and Usilton, L. J.: Cooperative Clinical Studies 


in the Treatment of Syphilis: Asymptomatic Neurosyphilis [table 7], Ven. Dis. 
Inform. 18:45 (March) 1937. 
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practically always a return to the average dose was possible. Headache 
also was an occasional complaint. 

Among the delayed reactions there was pruritus in 2 cases; while 
this was an annoying symptom, it did not interfere with further therapy, 
It is important to state that no eruption was present, nor did any 
eventuate, as it so frequently does when this symptom supervenes during 
treatment with one of the other arsenicals. Jaundice was observed in 3 
cases; in 1 after the fourteenth dose, lasting four to five weeks, in | 
after the twenty-ninth dose, lasting five to six weeks, and in 1 after the 
thirty-fifth dose, lasting only three to four weeks. In all cases it was 
possible later to resume mapharsen therapy without recurrence of 
jaundice. 

It is remarkable to observe the rarity of cutaneous eruptions resulting 
from mapharsen. In spite of an experience now covering over 25,000 
doses, we have seen only a few minor toxicodermas and 1 “fixed” 
arsenical eruption. 

Eight patients who were intolerant to both arsphenamine and neo- 
arsphenamine—6 because of repeated nausea with chilly sensations and 
fever and 2 because of recurrent toxicoderma—were able to take maphar- 
sen without difficulty. On the other hand, we had 1 patient unable to 
take mapharsen because of recurrent nausea and vomiting but able to 
take the arsphenamines with no symptoms of intolerance. One patient 
was unable to take arsphenamine, neoarsphenamine or mapharsen, 
because of nitritoid reactions with the first two drugs and severe gastro- 
intestinal reactions with the last; however, he was able to take silver 
arsphenamine without difficulty. 


SUMMARY AND CONCLUSIONS 


This report deals with an analysis of 188 cases of early syphilis 
treated with mapharsen and a bismuth preparation by the continuous 
method recommended by the Cooperative Clinical Group. 

A comparison of results is made with those obtained by the Coopera- 
tive Clinical Group ™ in their series of 169 cases of early syphilis treated 
similarly but with arsphenamine or neoarsphenamine. 

In our series satisfactory '* results were obtained in 158 cases (84 
per cent) and unsatisfactory results in 30 (16 per cent), as compared 
with the series of the Cooperative Clinical Group, in which satisfactory 
results were obtained in 134 cases (79.3 per cent) and unsatisfactory 
results in 35 (20.7 per cent). 

While our figures show results somewhat superior to those of the 
Cooperative Clinical Group—84 per cent satisfactory against 79.3 pet 
cent satisfactory for the Cooperative Clinical Group—the difference is 
so small that it lies within the statistical realm of probability and is 


insignificant. 
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The cases of the Cooperative Clinical Group were observed for two 

‘ears or more; of our 188 cases, 135 (71.8 per cent) were observed 
longer than eighteen months, while the remaining 53 (28.2 per cent) 
were observed between twelve and eighteen months. In view of the 
shorter period of observation in our series, it is possible that in a small 
percentage of our cases results will on further observation be found 
unsatisfactory. However, it is unlikely that this number will be so large 
as to alter our results materially. 

The toxicity in this series has been minimal, consisting chiefly of 
immediate reactions, such as nausea, vomiting, pain in the arm and 
headache ; in practically every case treatment with mapharsen could be 
continued. Of the more serious reactions, 3 patients had jaundice, but all 
recovered and were able to take further mapharsen ; 2 had pruritus, not 
followed by cutaneous manifestations; several had transitory toxico- 
derma, and 1 had a “fixed” arsenical eruption. No exfoliative dermatitis 
occurred. 

There is a noteworthy parallelism in the findings of the Cooperative 
Clinical Group and ours. This is particularly striking when one examines 
the results obtained in the three subdivisions of early syphilis: the best 
results obtained by both the Cooperative Clinical Group and ourselves 
were with disease in the seronegative primary stage, the next best with 
the secondary stage and the least satisfactory with the seropositive pri- 
mary stage. 

The results obtained with mapharsen in the treatment of early syphilis 
appear to be as satisfactory as those obtained with other effective arsen- 
icals when the same method of therapy is used. However, sufficient 
time has not yet elapsed to permit final judgment of the value of this 
drug in protecting against cerebrospinal, cardiovascular and other forms 
of late syphilis. 

The favorable results thus far obtained with mapharsen, especially 
in view of its minimal toxicity and the ease of its preparation and 
administration, justify further trial on a more extensive scale, with 
careful prolonged observation. 
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Monocytic leukemia is much less frequent than either the myeloid 
or the lymphoid type. In 600 consecutive cases of leukemia, Rosenthal 
and Harris’ reported a relative incidence of 66.7 per cent myeloid, 
27.6 per cent lymphoid and 1.9 per cent monocytic leukemia. In a total 
of 76 cases studied over four years, Doan and Wiseman * found 37 per 
cent myeloid leukemia, 47 per cent lymphoid and 16 per cent monocytic, 
Specific lesions of the skin, however, occur more frequently in monocytic 
leukemia than in the other types, i. e., in approximately 10 per cent of 
monocytic, 8 per cent of lymphoid and 1 per cent or less of myeloid. 
Yet the literature contains descriptions of only a small number of cases 
of monocytic leukemia with specific lesions of the skin. The object of 
the present paper is to present the cutaneous lesions and the autopsy 
data in 2 cases of chronic monocytic leukemia, in 1 of which a diagnosis 
of aleukemic reticuloendotheliosis was made. 


REPORT OF CASES 


Case 1.—Clinical History.—E. P., a white woman aged 78, a retired dress- 
maker, a patient of Dr. E. J. Shanahan, of Clyde, Ohio, was first admitted to 
University Hospitals, service of Drs. Cole and Driver, on Jan. 27, 1938, with a 
complaint of multiple tumors of the skin. About ten months before admissicn she 
had first noticed a firm purplish red macule on her left thigh. This lesion became 
nodular, increased to a diameter of about 3 cm. and then regressed. Subsequently 
numerous similar macules appeared every few weeks on the abdomen, arms and 
legs and followed the same sequence as the original lesion. The nodules were 
bright red at first, became dark red as they increased in size and then gradually 
faded as they became smaller. They disappeared within several weeks to several 


From the Departments of Dermatology and Syphilology and of Pathology of 
the City Hospital, the University Hospitals and the Schcol of Medicine, Western 
Reserve University. 

1. Rosenthal, N., and Harris, W.: Leukemia: Its Diagnosis and Treatment, 
J. A. M. A. 104:702-706 (March 2) 1935. 

2. Doan, C. A., and Wiseman, B. K.: The Monocyte, Monocytosis, and 
Monocytic Leukosis: A Clinical and Pathological Study, Ann, Int. Med. 8 :383- 
416 (Oct.) 1934. 
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yonths, leaving flat yellowish red areas. Fresh lesions appeared in new locations 
whe others were regressing. Although the nodules were occasionally tender, 
there was no pain, pruritus or discharge. 

Her past health has been good. She was married at the age of 21 but separated 
from her husband one year later. One pregnancy terminated in a spontaneous 
abortion at three months. The family history seemed irrelevant. 


Physical Examination—The temperature was 37.7 C. (99.9 F.), the pulse rate 
80. the respirations 20 and the blood pressure 150 systolic and 60 diastolic. The 


| 
| 


Fig. 1 (case 1).—A, cutaneous lesions (first admission). The nodules have 
a symmetric distribution. B and C, cutaneous lesions of the lower extremities 
(second admission). Note the tendency of the lesions to be confluent. Some of 
them are bullous. 


patient was well nourished, alert and not acutely ill. There was no pallor, icterus 
or superficial lymphadenopathy. Except for the skin there were no significant 
physical findings. The liver and spleen were not palpable. 

The skin showed numerous macules, papules and nodules. The characteristic 
element was the reddish blue nodule. The lesions were distributed symmetrically 
over the upper and lower extremities, thorax, abdomen and lower part of the 
lumbar region (fig. 1.4). The head was uninvolved, and there was only one 
small yellow nodule on the right side of the neck. The lesions were firm, raised 
and discrete and measured from 0.5 to 3 cm. in diameter. Occasionally there 
Were confluent areas measuring up to 6 cm. in diameter and surrounded by a 
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small zone of hemorrhage. There was no ulcerative or inflammatory change, 
Yellow accumulations of lipoid were found in some nodules, especially cn the 
posterior surfaces of the legs. 

The individual lesions showed various stages of development and of involution, 
as aforementicned. 

Deeper lesions were palpable in the subcutaneous tissue, and the skin overlying 
these showed no change in color. On the inner surface of the left elbow was a 
firm round subcutaneous mass 3 cm, in diameter. 

Several small purpuric macules were found on the inferior surface of the 
tongue and about the periphery of the tumors on the posterior surface of the legs, 


TABLE 1.—Blood Studies (Case 1) * First Admission 


Large Mono- 
Polymorpho- nuclear Cells, 


nuclears Ineluding 
Date, Erythro- Hemo- Leuko- Seg- Unseg- Lympho- Forms and Erythro- 
cytes globin cytes mented mented cytes Blasts cytes 


First Admission 
91 8,400 66 3 29 2 
7 49 2: 2 


69 


7/28 3.7 65 96,000 20 18 2 
(mostly blasts) 

7/29 3.7 70 126,000 12 0 78 
(mostly blasts) 


* The diagnosis of monocytic leukemia was made by Dr. Franklin R. Miller. 


There was a painless soft purple nodule several millimeters in diameter in the 
right buccal mucosa near the angle of the mouth. 

Laboratory Findings—Numerous examinations of the urine gave negative 
results. The blood findings are presented in table 1. The Kline exclusion test 
was negative. The urea nitrogen content of the blcod was 14.3 mg., the non- 
protein nitrogen content 30.3 mg., and the creatinine content 1.2 mg. per hundred 
cubic centimeters; the cholesterol content of the serum was 168 mg., the chloride 
content of the plasma 604 mg. and the sugar content of the blood 107 mg. per 
hundred cubic centimeters. The basal metabolic rate was —1 per cent. 

Roentgen examination on January 28 and February 7 showed the heart, the 
lungs and the hilar regions, the hands and feet, the right humerus and forearm 
and the left femur, tibia and fibula to be normal. 


2/ 2 4.6 3 
2/10 4.3 84 9,000 ds 
2/13 4.3 85 3,300 42 10 37 ll Fa 
2/18 4.0 + 4,000 72 8 20 a 
3/ 8 oe 96 10,000 45 10 5 40 * 
3/14 30 27 23 20 ie 
3/17 50 10 20 20 
3/22 4.7 90 4,400 38 2 32 28 pe 
3/30 4.2 4,300 60 5 17 18 
4/9 4.5 100 3,500 58 6 21 15 My 
4/14 4.1 4,900 60 2 25 13 
Second Admission 
7/5 3.6 71 4,500 53 15 6 26 ¥- 
7/24 3.5 70 23,500 18 40 | 
7/26 3.8 79 41,250 
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Hospital Course-—The patient remained in the hospital for eleven weeks 
‘anuary 27 to April 15). At first she presented a problem in differential diag- 
sis between Boeck’s sarcoid, Kaposi's sarcoma and monocytic leukemia. The 
jast diagnosis was indicated by the blood smears, which revealed varying percentages 
~{ immature and mature large mononuclear cells (table 1). Shortly after the 
patient’s admission several nodules were removed from the skin for pathologic 
examination and were diagnosed as monocytic leukosarcoma. A specimen of bone 
marrow was then taken from the sternum, and this showed that the hemopoietic 
tissue was largely replaced by atypical large mononuclear cells. 

The patient was given two courses of roentgen radiation, each course con- 
sisting of 400 roentgens, over eight weeks, to the individual lesions. The nodules 
were moderately radiosensitive and showed temporary regression, but new lesions 
appeared in the course of the therapy. She was finally discharged to her private 
physician, with a diagnosis of aleukemic monocytic leukemia. 


Hospital Course (Second Admission).—The patient was readmitted to the hos- 
pital on July 5, complaining that the tumors in her skin had increased in size and 
in number. She had also lost considerable weight. 

Examination revealed that the cutaneous lesicns were much more extensive 
than at the first admission. The legs in particular showed numerous large ele- 
vated and indurated nodules, which varied from light to dark red (fig. 1 B and C). 
In several places they formed confluent masses measuring up to 12 cm. in diameter, 
with uneven and irregular surfaces. Some of the tumors were bullous, and some 
were fungating. Most of them were vascular and bled readily on slight trauma. 
An extensive brawny and indurated area of involvement was present on the inner 
aspect of the right thigh. This was moderately elevated and showed numerous 
superficial ulcers. There was a subcutaneous mass 5 cm. in diameter over the 
extensor aspect of the left elbow. A portion of this lesion was removed for micro- 
scopic examination, and again the diagnosis was monocytic leukosarcoma. On 
admission there was no superficial lymphadenopathy, and the liver and spleen were 
rot palpable. 

The patient was in the hospital for twenty-four days before her death. During 
the first week she was afebrile and not acutely ill. Treatment with solution of 
potassium arsenate was started but was discontinued because of anorexia and 
nausea. Her condition then became progressively worse. The temperature rose 
to 38.6 C. (101.5 F.) and persisted near that level until death. During the last 
week of life the white blood cell count rose from 5,900 with 34 per cent mono- 
nuclears to 126,000 with from 56 to 73 per cent monoblasts; there was a small 
number of nucleated red blood cells. Coincident with the changes in the blood 
many of the cutaneous tumors increased in size. The spleen became palpable and 
gradually enlarged until at the time of death it extended 6 fingerbreadths below 
the costal margin. The patient died in coma. The final clinical diagnosis was 
acute monocytic leukemia. 

The blood findings at both admissions are recerded in table 1. During the 
first period of hospitalization the total white blood cell counts ranged between 
3,000 and 10,000. Monocytes constituted about 20 per cent of the leukocytes, and 
only a small number of these were immature forms or monoblasts. These findings 
persisted until just before death, when the disease entered an acute phase and the 
blood was flooded with blast forms (fig. 2). 

The monoblasts were large cells with a basophilic cyteplasm and large round 
nuclei, which had a fine chromatin pattern, although coarse splotches were not 
infrequent. Only an occasional cell showed a nucleolus. In the immature mono- 
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cytes there was reduced basophilia. These cells were sometimes irregular, and 
the cytoplasm occasionally was vacuolated or presented red azurophilic granules. 
The mature monocytes had a wide zone of light blue cytoplasm and round or 
indented nuclei with a fine chromatin pattern. 


Autopsy.—Examination was performed twelve hours after death. The patho- 
logic diagnoses were: monccytic leukemia involving the skin, liver, spleen, adrenal 
glands, kidneys, lymph nodes, bone marrow and capsule of the pituitary gland and 
arteriolar nephrosclerosis. 

The histologic preparations were studied under hematoxylin and eosin, Giemsa’s 
stain, Lohle oxidase and Wilder’s stain for reticulum. 

On section the cutaneous lesicns consisted of yellowish white nodules which 
were partly circumscribed and extended into the subcutaneous tissue. Micro- 
scopically there was complete effacement of the usual structure of the skin (fig. 3), 
The epidermis was flattened and occasionally showed superficial ulceration and 


Fig. 2 (case 1).—Blood smear showing immature monocytes and monoblasts. 


necrosis. The tumor was composed of irregular large moncnuclear cells, loosely 
arranged in a delicate and moderately abundant reticular stroma. The cells varied 
slightly in size and had round vesicular nuclei and occasionally a single prominent 
nucleclus (fig. 4). However, some of the nuclei were irregular, lobed or bean 
shaped, while others were densely chromatic and bizarre. Mitotic figures were 
fairly numerous. The outline of the cells was slightly irregular, and the cytoplasm 
was abundant. Blood vessels were scarce and consisted of thin-walled sinusoids. 
The leukemic lesions of the internal organs were similar to those of the skin. 
They were compcsed of large cells with abundant cytoplasm and with round or 
slightly irregular vesicular nuclei. There was no _ significant pleomorphism, 
although some cells presented small bizarre nuclei or showed nuclear hyper- 
chromaticity. Only occasional lymphocytes and polymorphonuclear neutrophils 
were present, and there were no giant cells, eosinophils cr areas of fibrosis. Cellu- 
lar phagocytosis was rare. Oxidase stains of all the lesions gave negative results. 
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|_xcept in the skin and the adrenal glands the amount of reticulum was slight or 
insignificant. 

The liver weighed 1,400 Gm. and was flabby and brownish yellow. It showed 
»» nodules. Microscopic sections revealed large numbers of menonuclear cells 
within the sinusoids, especially in the central and middle zones of the lobules. In 
some areas the sinusoids were greatly distended by the monocytes and there 
was compression necrosis of the hepatic cells. Kupffer cells were fairly numerous, 


Fig. 3 (case 1).—Section of skin; hematoxylin and eosin; X 200. All layers 
of skin show diffuse collections of loosely arranged large mononuclear cells. 


but they were not prominent and showed no proliferation. The large mononuclear 
cells were entirely confined to the capillary sinusoids, and there was no infiltration 
of the parenchyma. 

The spleen weighed 435 Gm. On section it presented a fleshy reddish pink 
surface which was homogeneous. Both trabeculae and malpighian corpuscles were 
difficult to visualize. There were no infarcts or nodules. Microscopic sections 
showed diffuse collections of large mononuclear cells in the pulp and within the 
sinusoids. Only an occasional small follicle composed of adult lymphocytes was 
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present. There was some hyperplasia of the reticulum, but most of the reticular 
cells were free. 

The right adrenal gland was almost completely replaced by a soft fleshy lobu- 
lated grayish brown mass 6 by 4 by 4 cm., which weighed 110 Gm. The left was 


Fig. 4 (case 1).—Section of skin; hematoxylin and eosin; x 500. The char- 
acter of the large mononuclear cells is illustrated. 


partly replaced by the same type of lesion and weighed 8 Gm. Microscopically the 
mass showed more cellular pleomorphism than was present at other sites and 
consisted of diffuse loosely arranged irregular large mononuclear cells with vesicu- 
lar nuclei and smaller cells which had densely chromatic nuclei. There were many 
mitotic figures and amitotic nuclear forms. Some cells were necrotic and frag- 


mented. 
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fhe kidneys weighed 130 Gm. each and were the seat of arteriolar nephro- 
<-ierosis. Microscopically the glomeruli were hyperemic, and some of the capil- 
laries contained large mononuclear cells. In the interstitial tissue, especially of the 
medullary portion, there were frequent collections cf large mononuclear cells, as 
well as numerous adult lymphocytes and polymorphonuclear leukocytes. 

There was no superficial lymphadenopathy. In the hilar and periaortic regions 
there were several small discrete lymph nodes 0.5 to 1 cm. in diameter, which 
showed no significant gross change. Micrescopically one of the hilar nodes was 
essentially normal. However, another node from the same region, as well as a 
periaortic node, showed almost complete replacement of the usual architecture by 
diffuse mass of loosely arranged and discrete large moncnuclear cells. Small 


a 


groups of small lymphocytes still remained in some portions, but no follicles or 
germinal centers were seen. There were a moderate number of mitoses. The 
capsule of the gland was intact and revealed numerous lymphatic vessels filled 


with monocytes. 

Bone marrow was removed from the sternum, ribs and vertebrae. Grossly the 
marrow was brownish red and homogeneous. Microscopically the tissue consisted 
oi loose and compact groups cf mononuclear cells contained in a scant stroma of 
reticular fibers (fig. 5). Most of the cells were large and round or slightly 
irregular and had abundant cytoplasm. The nuclei were usually vesicular and 
round or lobed and occasionally presented a single prominent nucleolus. Mitotic 
figures were numerous. Only a few granulccytes were seen. The number of 
nucleated red blood cells and of megakaryocytes were considerably reduced. 

The pituitary gland showed no gross lesion, but microscopically there was a 
small focal capsular area of infiltration by large mononuclear celis. 

The gross and microscopic appearance of the heart, lungs, pancreas, internal 
genitalia, thyroid, gastrointestinal tract and brain was not remarkable. There was 
moderate sclerosis of the aorta and of the larger branches of the coronary arterial 
tree. Practically all the organs and tissues of the body, including the brain, 
showed microscopic collections of large mononuclear cells within the capillaries, 
veins and arteries. 

A postmortem culture of the heart’s blood showed no growth. 


Case 2.—M. A., a white married woman aged 48, was admitted to the City 
Hospital on three occasions. Her past history was irrelevant. She had never 
been pregnant. 

First Hospitalization (Oct. 14 to Dec. 17, 1935).—This was in the medical service 
for eight weeks. Her chief complaints were migratory pain in the joints and 
swelling of the hands and feet. These had been present for nine months, together 
with anorexia and moderate loss of weight. 

The positive physical findings were swelling and tenderness of the hands, 
especially the fingers, and of the ankles; swelling of the nasal mucosa with obstruc- 
tion to breathing, and emaciation. The clinical diagnoses were chronic infectious 
arthritis and allergic rhinitis. 

Six treatments with the Kettering hypertherm were given, with considerable 
improvement in the articular symptoms and shrinkage of the nasal mucosa. Her 
temperature was normal throughout the hospital course. During this period small 
cutaneous nodules were found, several being noted in the region of the right 
elbow, one in the left cheek and cne in the left palm. These were freely movable 
and painless and measured 0.5 cm. in diameter. No particular importance was 
attached to their presence. 
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Roentgen examination of the hands showed slight demineralization of the 
bones and no change in the joints. The films of the right ankle, right knee and 
paranasal sinuses showed no pathologic change. 

Second Hospitalization (Jan. 22 to July 3, 1936).—After her discharge the 
patient was out of the hospital for five weeks, but she was then readmitted to the 


Fig. 5 (case 1).—Bone marrow of a vertebra; hematoxylin and eosin; < 575. 
The hemopoietic tissue is replaced by large mononuclear cells. 


medical service for five and one-half months. During this time her articular 
symptoms were distressing. There was involvement of the fingers, the wrists 
and the ankles. Obstruction of the nasal passages persisted. The blood pressure 
was elevated, the maximum reading being 210 systolic and 118 diastolic. 
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At the time of admissicn there were several discrete firm cutaneous and sub- 
cutaneous nodules and tumors on the face, both legs and the right upper extremity. 
During hospitalization, however, many similar lesions appeared on the arms, legs 
and back (fig. 6). These were painless, elevated and purplish red and varied 
from 0.5 to 1.5 cm. A consultation was obtained with the department of derma- 
tology, and the diagnosis of lymphoblastoma was suggested. Three nodules, two 


from the right arm and one from the left, were successively removed for micro- 
scopic study and were diagnosed as lymphoblastoma, probably of reticuloendothelial 


type. 


Fig. 6 (case 2).—Cutaneous lesions (second admission, June 8, 1936), showing 
large nodules involving the face and upper extremities. 


Generalized high voltage roentgen therapy was given, and some of the cutaneous 
lesions, as well as the nasal swelling, showed considerable resolution. However, 
roentgen therapy was discontinued because of a rapid decrease in the white blood 
cell count to 900. 

Roentgen examination of the hands again showed marked demineralization of 
the bones. However, there were now numerous areas of destruction in the meta- 
carpal bones and in the phalanges (fig. 7.4). These were irregularly defined and 
oval or circular and varied from 2 to 10 mm. in diameter. The lesions were 
usually situated in the cancellous portions of the proximal and distal extremities 
of the bones, although the cortex was involved in some instances. Almost the 
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entire second phalanx of the left index and fourth fingers, the terminal phalanx 
of the left fourth finger and the second phalanx of the right little finger were 
destroyed. All the carpal bones revealed a coarse pattern due to destruction of 
the trabeculae. Films of the chest, pelvis, skull, feet and lower lumbar and dorsal 
vertebrae showed no pathologic change. 


Fig. 7 (case 2).—A, roentgenogram of the hands (second admission), showing 
areas of destruction in the metacarpal bones and phalanges. 8, roentgenogram of 
the hands (third admission, Noy. 30, 1936). There is now much more extensive 
destruction of bone. The distal two thirds of the first phalanx of the right third 
finger is completely destroyed. 


The clinical diagnoses at this time were lymphoblastoma (probably diffuse 
lymphosarcoma), chronic osteoarthritis, hypertension, generalized arteriolar scle- 
rosis and secondary anemia. 
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The patient was followed in the outpatient department for five months, and 
in addition to the previous complaints decided weakness, shortness of breath and 
swelling of the abdomen and extremities developed. Three weeks before her final 
admission she complained of sore threat. 


Third Hospitalization —On November 28 she was admitted to the dermatologic 
service. She was greatly emaciated, pale and ill. There was pitting edema of both 
legs and of the right arm, as well as hydrothorax and ascites. The edema was 
associated with severe anemia and was believed to be partly nutritional in origin. 
There was now marked superficial lymphadenopathy, the cervical, axillary and 
inguinal lymph nodes being enlarged, firm and nontender. They were usually dis- 
crete, but there was some matting in the right axillary and inguinal areas. The 
nose was broadened, and a pinkish gray tumor mass was present in each nasal 
cavity. The tonsils were large and firm. 

The skin was atrophic, and there were numerous primary cutaneous nodules and 
tumors on the face, back and extensor surfaces of the extremities. These were 
sharply circumscribed, raised, dull red and firm and ranged from 4 mm. to 2 cm. 
in diameter. They were painless and freely movable and showed no characteristic 
grouping. The skin over the tumors was smooth, shiny and unbroken, with 
telangiectasia at the periphery. None of the mucous or mucocutaneous surfaces 
showed any involvement. The liver and spleen were not palpable. Several of the 
fingers showed marked fusiform swellings ir addition to small superficial nodules. 

During this hospitalization histologic examination of sections of the tumor mass 
in the nasal cavity and of the left tonsil resulted in a diagnosis of lymphosarcoma. 
A specimen of bone marrow from the sternum also was given that diagnosis. 

A roentgenogram of the hands showed more extensive destruction of the meta- 
carpal bones and phalanges (fig. 72). This was associated with swelling of the 
adjacent soft tissues. A film of the left leg showed an area of destruction in 
the lateral aspect of the tibial shaft, while the film of the left forearm showed 
irregular foci of diminished density in the distal portion of the ulna. The skull was 
normal. The film of the chest showed a bilateral pleural effusion, and there was a 
hazy mottling of the upper third of the right pulmonary field and the apex of the 
left lung. 

The patient was treated by supportive measures, administration of solution of 
potassium arsenite and blood transfusions, but her condition became progressively 
worse. On Jan. 2, 1937, about two years after the onset of her illness, she died in a 
profoundly debilitated condition. 

Summary of Laboratory Findings.—During the three periods of hospitalization 
thirty-five blood counts were made. The red blood cells ranged from 4,200,000 at 
the time of the first admission to 2,000,000 shortly before death; the hemoglobin 
concentration gradually decreased from 90 to 38 per cent. There was persistent 
leukopenia throughout the illness, and the white blood cell counts were usually 
between 4,000 and 5,000. In the differential counts the polymorphonuclear neu- 
trophils averaged 60 per cent and the small and large lymphocytes 30 per cent. 
Large mononuclear cells described as atypical and immature monocytes averaged 
10 per cent and ranged between 8 and 14 per cent. Unfortunately the structure 
of these cells was not carefully recorded, and no counts were made during the last 
few days of life. On several occasions there was an increase of eosinophils up to 
8 per cent. On several determinations the urea nitrogen content of the blood was 
within normal' limits; the uric acid content of the blood was 3.6 and 4.9 mg. per 
hundred cubic centimeters on two determinations; the calcium content was 13.8 
mg., and the blood cholesterol was within normal limits. The total amount of 
blood proteins was not determined. Numerous urinalyses gave negative results 
except for an occasional trace of albumin. The Wassermann and the Kline reaction 
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of the blood were negative. Mantoux tests were negative with dilutions down 


to 1:10. 

Autopsy.—The postmortem examination was performed two hours after death, 
The pathologic diagnoses were aleukemic reticuloendotheliosis involving the skin, 
lymph nodes, bone marrow, pancreas, thyroid, lungs and stomach (involvement 
of the nasal mucosa and tonsils was confirmed by biopsy during life) ; broncho- 
pneumonia; anthracosilicosis of the lungs and tracheobronchial lymph nodes; gen- 
eralized edema with bilateral hydrothorax and ascites; brown atrophy of the heart 


Fig. 8 (case 2).—Section of skin; hematoxylin and eosin; & 200. The mono- 
nuclear cells are loosely arranged except perivascularly. 


and liver; fibrous pleural and peritoneal adhesions; absence of the uterus, fallopian 
tubes and appendix (due to removal at a remote time), and obsolete primary 
tuberculous complex of the left lung. 

The liver was approximately half the usual size and revealed no evidence of 
tumor. The spleen showed no significant gross or microscopic change. 
The cutaneous nodules were grayish white and usually extended into the corium 
and subcutaneous tissue. Microscopically they were composed of diffuse masses of 
loosely arranged and discrete large round mononuclear cells, which varied only 
slightly in size and shape (fig. 8). The nuclei were vesicular and were surrounded 
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i. a narrow rim of pale pink cytoplasm (fig. 9). Compact groups of large histio- 
-ytes with irregular cytoplasmic processes were also present, especially perivas- 
cularly. There were numerous areas of edema which showed diminished cellularity. 
Small lymphocytes were seen among the mononuclear cells, but there were no 


Fig. 9 (case 2).—Section of skin; hematoxylin and eosin; & 575. The char- 
acter of the mononuclear cells is illustrated. 


giant cells, granulocytes or eosinophils. Many pyknotic fragments were scattered 
through the tumor. 


The groups of lymph nodes showing pathologic change were the axillary and 
inguinal on both sides, the right femoral and the periaortic and the external iliac 
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bilaterally. These nodes measured from 1 to 4 cm. in diameter and were usually 
discrete, although there were occasional fibrous adhesions. They were soft and 
presented a bulging cut surface composed of opaque grayish white tissue. 

Microscopic sections of the nodules showed a varying picture. In some the 
normal architecture was obliterated by diffuse reticular hyperplasia. There were 
compact groups of large mononuclear cells with vesicular nuclei and abundant 
cytoplasm, smaller round cells which had moderately chromatic nuclei and only a 
slight amount of cytoplasm, and small lymphocytes. Some nuclei presented one or 
two prominent nucleoli, and there were fairly numerous mitotic figures. Free 
reticular cells were occasionally seen. In other nodes reticular proliferation was 
found only in isolated areas, and the picture was that of compact uniform round 
cells with moderately chromatic nuclei, which resembled immature lymphocytes, 

None of the nodes showed proliferation of the sinal endothelium. There were 
no giant cells or granulocytes and no evidence of phagocytosis. 

The thyroid presented a solitary partly circumscribed grayish white nodule 
2 cm. in diameter in the lower portion of the right lobe. Microscopically this 
showed extensive reticular metaplasia of the interfollicular connective tissue, 
especially perivascularly, and compression atrophy of the acini. The lesion con- 
sisted of pleomorphic reticulum cells, loosely arranged in a prominent stroma. The 
nuclei were irregular and usually vesicular, although some were chromatic. There 
were occasional bizarre giant mononuclear forms. 

Both lungs, especially the lower lobe of the left lung, showed spherical or 
elongated nodules of grayish white tissue, chiefly in a peribronchial or subpleural 
position and occasionally in the parenchyma. These were partly circumscribed 
and varied from 0.5 to 0.7 cm. in diameter. Microscopically the perivascular and 
septal connective tissue showed compact groups of medium-sized and large cells 
with round vesicular nuclei and scanty cytoplasm. There were occasional histio- 
cytes with abundant cytoplasm. The reticular stroma of the cells was slight. 

The pancreas showed no significant gross change. However, the histologic 
sections showed focal areas of reticular hyperplasia in the interstitial connective 
tissue. The picture was similar to that of the thyroid with the addition of 
numerous small lymphocytes. 

The stomach was the only part of the gastrointestinal tract which showed 
pathologic change. Its wall was diffusely involved by a tumor, and there was 
extensive ulceration of the mucosa. One ulcer about 10 cm. in diameter extended 
across the midportion of the lesser curvature. Its base was so thin in some portions 
as to indicate imminent perforation. In the prepyloric area both the greater and 
the lesser curvature showed several bile-stained ulcers 1 to 1.5 cm. in diameter, 
with raised borders. Microscopically the ulcers sowed extensive reticular hyper- 
plasia, similar to that seen in the thyroid. The base of some of the ulcers extended 
into the muscularis or to the serosa. 

Investigation of the skeletal system gave the following results : 

The marrow of the sternum was almost completely replaced by yellow translucent 
tumor tissue. There was considerable decalcification of the bone. 

The distal two thirds of the first phalanx of the right third finger was replaced 
by an oval mass of tumor 1.5 cm. in diameter, which had destroyed the cortex 
of the bone and invaded the surrounding soft tissue (fig. 10). There was invasion of 
the adjacent interphalangeal joint. The uninvolved portion of the bone showed 
marked decalcification and was irregularly demarcated from the tumor. 

The left ulna showed in its distal portion, 1.5 cm. from the tip of the styloid 
process, a firm yellow nodular mass 2.5 cm. in length, which had expanded and 


destroyed the cortex of the bone. 
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in the left tibia, investigated from the knee to the ankle joint, about 11 cm, 
from the ankle the cancellous bone was replaced by a grayish white opaque mass 
oi tumor 3 cm. in length, which extended into the cortex. There were several 
similar discrete spherical lesions 0.5 to 1 cm. in diameter. The rest of the bone 


Fig. 10 (case 2).—Section of the first phalanx of third right finger; hema- 
toxylin and eosin; x 4.5. The distal two thirds is replaced by tumor. 


showed yellow and gelatinous marrow with only minute areas of red tissue which 
microscopically showed myeloid hyperplasia. 

The right femur showed an area of bright red hyperplastic marrow 5 cm. in 
length near the middle of its shaft. Above and below this area, however, there 
were a number of nodules 0.5 to 1 cm. in diameter, which were surrounded by 
fatty gelatinous tissue and did not involve the cortex of the bone. The entire 
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left femur showed fatty marrow, with no areas of tumor or hyperplasia. Bot} hip 
bones and all the dorsal and lumbar vertebrae presented homogeneous bright red 
marrow and no nodules. Numerous microscopic sections showed myeloid hyper- 
plasia. 

Histologic sections of the lesions from the various bones were similar. The 
destruction of bone was due largely to lacunar absorption and not to the action 
of osteoclasts. There was rarefaction of the uninvolved portions of bone. The 
reticular proliferation was especially prominent about small blood vessels and 
sinusoids. The cells were compactly arranged. They showed slight pleomorphism 
and ranged from the histiocytic and the reticular type with large vesicular nuclei 
to smaller cells with round or irregular chromatic nuclei and little cytoplasm, 
Single prominent nucleoli and mitotic figures were frequent, and there were a 
moderate number of free reticular cells. Small lymphocytes were numerous. 
There were no giant cells. Special stains showed an abundant network of 
reticular fibers. 

Wilder stains for reticulum were made of all the lesions. With the exception 
of some sections of the lymph nodes and the lungs the amount of reticulum was 
fairly abundant. In the bones the reticular stroma was extensive. 

The bacteriologic and laboratory reports were as follows: Culture of the 
heart blood showed no growth; culture of material from the spleen in brain broth, 
blood agar and Levaditi medium showed no growth; cultures of material from 
the right and the left middle ear showed a mixed flora with a few lancet-shaped 
gram-positive diplococci. On Jan. 2, 1937, 6 guinea pigs were given injections, 
one each of material from the bone marrow, lungs, tracheobronchial lymph nodes, 
left axillary node, right axillary node and right lung. Two weeks later the 
tuberculin reactions of all the animals were negative. On April 7 the animals 
were killed, and autopsy showed no evidence of tuberculosis. 


COM MENT 


The first case was clearly one of monocytic leukemia. The hemo- 
poietic tissues of the body revealed extensive hyperplasia of the 
monoblastic type which showed differentiation into large mononuclear 
cells. 

With respect to the distribution and character of the lesions, the 
picture resembled myeloid leukemia, and particularly the Naegeli form 
of monocytic leukemia, in which the monocytes develop from what are 
apparently myeloblasts. The immature cells in the peripheral blood and 
in the various organs were in both their nuclear and their cytoplasmic 
characteristics of mononuclear and not of myeloid type. Moreover, 
numerous sections of tissue stained by the Giemsa and Lohle oxidase 
method failed to reveal granulocytes in significant numbers. Thus, this 
case should be classified as one of the Schilling rather than of the 
Naegeli type of monocytic leukemia. 

Nodular masses were seen only in the skin and in the adrenal glands, 
where the lesions were destructive. In these sites the reticular stroma 
was moderately abundant, while in the remaining lesions it was usually 
slight. Histologically the various lesions were similar. The mono- 
nuclear cells were loosely arranged and showed slight to moderate pleo- 
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morphism. They were similar to the monoblasts and immature monocytes 
of the peripheral blood. There was reticular hyperplasia in some foci, 
especially the spleen, but most of the cells were free and discrete. 

The total duration of the illness from its onset to death was sixteen 
months. For almost this entire period and up to within a short time 
of the patient’s death the disease was in an aleukemic phase. During 
this time there were only two significant clinical findings: (1) the 
cutaneous lesions, which were the sole physical manifestation of the dis- 
ease and (2) the abnormal blood picture with respect to the monocytic 
leukocytes. The white blood cell count ranged between 3,000 and 10,000 
cells, and up to 40 per cent of the leukocytes belonged to the mono- 
nuclear series. Most of the monocytes, however, were normal and mature. 
Since many specific cutaneous nodules developed rapidly during the 
phase of aleukemic leukemia, they were probably of local origin rather 
than infiltrative from the blood stream. In fact, the skin evidently served 
as a source of the monocytes in the peripheral blood during this period. 


TaBLeE 2.—Distribution of Lesions 


Case 1, Involvement Case 2, Involvement 


Extensive Extensive 
Lymph nodes Slight Widespread, bulky 
Bone marrow Diffuse (nondestructive) Foeal and nodular (destructive) 
Liver and spleen........ Diffuse Normal 


Other organs Adrenal glands, kidneys, Nose, tonsils, thyroid, stomach, 
pituitary lungs, pancreas 


Eight days before death the disease became an acute fulminating 
leukemia, and there were fever, splenomegaly, an increase in the size 
of the cutaneous tumors and a tremendous flooding of the blood with 
monoblasts and immature monocytes, the last being reflected anatomically 
in the marked engorgement of the blood vessels of all the organs with 
leukemic cells. 

In the second case there was extensive reticular hyperplasia involving 
the lymph nodes, the lymphoid tissue of the nose and of the tonsils, the 
stomach, the bone marrow, the thyroid and the lungs. The nodules 
and tumors in the skin were presumably due to reticular metaplasia of 
the connective tissue. 

The distribution of the lesions differed considerably from that in 
the first case, as shown in table 2. Especially noteworthy in the second 
case were the widespread involvement of lymph nodes, the focal char- 
acter of the lesions in the bone marrow and the lack of involvement of 
the liver and spleen. The last-mentioned feature is distinctly unusual 
in a general disease of the reticuloendothelial system. In contrast, in 
the first case there was only slight focal disease of the lymph nodes, 
while the bone marrow, liver and spleen were diffusely involved. 
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Histologically the various lesions appeared to be of local origin rather 
than the result of infiltration of cells from the blood stream. They 
showed a greater pleomorphism than the lesions in the first case. In 
the thyroid, pancreas, stomach, bone and some of the lymph nodes the 
histologic appearance closely resembled that of reticulum cell sarcoma, 
In other lymph nodes and in the lungs the reticular hyperplasia appeared 
to be differentiating toward immature lymphocytes, and the picture was 
virtually indistinguishable from that of lymphosarcoma. In general, the 
amount of reticulum accompanying the lesions was much greater than in 
the first case. There was usually an abundant stroma, and in some 
lesions, especially those in the bone, the network of reticular fibers was 
extensive. 

The clinical duration of the disease was approximately two years, 
During this time there were progressive anemia, weakness and emacia- 
tion. The blood showed persistent leukopenia, and the white blood cell 
count was usually between 4,000 and 5,000. The smears revealed up to 
14 per cent abnormal monocytes. 

Cutaneous lesions were present at the time of the patient’s first 
admission, which was fourteen months prior to her death. However, 
they were then relatively few, and their importance was overlooked 
because of the arthritic symptoms and the nasal obstruction, which was 
attributed to allergic rhinitis. After her second admission many addi- 
tional cutaneous nodules and tumors developed, and the lesions in the 
skin then became an outstanding feature of the disease, along with the 
persistent nasal obstruction and the roentgen demonstration of destruc- 
tive lesions in the bones. Biopsy of the tumors of the skin showed 
lymphoblastoma. At the time of the third and final admission, about 
one month before death, there was diffuse superficial lymphadenopathy. 

The nature of the condition in this case will be clarified by a brief 
discussion of systemic hyperplasia of the reticuloendothelium and its 
relation to leukemia. Monocytes are derived from the reticuloendo- 
thelial tissue in bone marrow (Naegeli type) and from a similar blood- 
forming tissue in the spleen and lymph nodes (Schilling type). They 
are derived also from connective tissue in such areas as the skin, adrenal 
glands, pancreas and capsule of the pituitary gland. A description of 
the anatomy and physiology of the reticuloendothelial system is found 
in the publications of Aschoff * and Jaffé.*| Normally the hemopoietic 
activity of the system is concerned largely with the production of mono- 


cytes. 
3. Aschoff, L.: Reticulo-Endothelial System, in Lectures on Pathology, New 


York, Paul B. Hoeber, 1924, pp. 1-33. 
4. Jaffé, R. H.: The Reticulo-Endothelial System, in Downey, H.: Handbook 


of Hematology, New York, Paul B. Hoeber, Inc., 1938, vol. 2, sect. 15. 
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in leukemia the essential pathologic change is a diffuse hyperplasia 
o! hemopoietic tissue which results in differentiation toward a certain 
type of blood cell (e. g., the large mononuclear cell in monocytic leu- 
kemia). General proliferation of the reticuloendothelium, which is a 
part of the hemopoietic system, is therefore leukemic if it results in the 
mobilization from the reticulum of numerous free cells which proceed to 
differentiate into monocytes. The blood shows large mononuclear 
histiocytes as well as transitional forms between these and normal or 
slightly atypical monocytes. Such leukemic reticuloendotheliosis has 
been referred to as monocytic leukemia of the Schilling type (Downey °) 
in contrast to the so-called Naegeli variety. Reticuloendotheliosis may 
be leukemic or aleukemic,® and the diagnosis is established by careful 
studies of the blood. 

Systemic reticuloendothelial proliferation may also be of metabolic, 
infectious or neoplastic origin. The first form includes disturbances of 
lipoid metabolism, such as occur in Gaucher’s, in Niemann-Pick and in 
Hand-Schiller-Christian disease. Reticular hyperplasia may be secondary 
to a variety of infections, including septicemia, tuberculosis, syphilis and 
typhoid fever. Neoplastic proliferation of the reticuloendothelium is 
illustrated by the reticulum cell sarcoma which involves a portion or most 
of the system. Some authors have called Hodgkin’s disease a malignant 
neoplasm of the reticulum, although others have classified it as a specific 
infectious granuloma. The metabolic, infectious and malignant reticulo- 
endotheliosis are nonleukemic and usually produce no change in the 


peripheral blood with respect to the leukocytes. 

Another group of cases of reticuloendothelial hyperplasia has been 
emphasized in the recent literature under the term reticuloendotheliosis. 
In 1933 Dameshek * listed 13 cases, and since then additional reports 
have appeared. The condition described in these cases is essentially 
similar and appears to occupy a borderline position between leukemic 


5. Downey, H.: Monocytic Leukemia and Leucemic Reticulo-Endotheliosis, 
in Handbook of Hematology, New York, Paul B. Hoeber, Inc., 1938, vol. 2, 
sect. 16, pp. 1276-1327. 

6. This term applies only when the white blood cell count is normal, with the 
qualitative changes of leukemia in the blood smears. 

7. Dameshek, W.: Proliferative Diseases of Reticulo-Endothelial System: 
Aleukemic Reticulosis; Report of a Case, Folia haemat. 49:64-85, 1933. 

8. (a) Foot, N. C., and Olcott, C. T.: Report of a Case of Non-Lipoid 
Histiocytosis (Reticuloendotheliosis) with Autopsy, Am. J. Path. 10:81-95 (Jan.) 
1934. (b) Abt, A. F., and Denenholz, E. J.: Letterer-Siwe’s Disease: Spleno- 
hepatomegaly Associated with Widespread Hyperplasia of Nonlipoid-Storing 
Macrophages; Discussion of So-Called Reticulo-Endothelioses, Am. J. Dis. Child. 
51:499-522 (March) 1936. (c) Ritchie, G., and Meyer, O. O.: Reticulo-Endo- 
theliosis, Arch, Path. 22:729-737 (Dec.) 1936. (d) Sachs, M. S.: Systemic 
Proliferation of the Reticulo-Endothelial System (Reticulo-Endotheliosis) : Report 
of a Case and Comments on the Literature, ibid. 26:676-693 ( Sept.) 1938. 
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and neoplastic reticular proliferation. Various opinions concerning its 
nature have been expressed, namely, that it is atypical leukemia, a neo- 
plastic growth or of bacterial or toxic origin. The clinical picture of the 
disease and the pathologic changes have been summarized concisely by 
Sachs.*4 

The lesions of reticuloendotheliosis frequently appear to be neoplastic 
rather than leukemic—i. e., they are focal, nodular and destructive 
(especially in bone) ; they are of local origin and due to hyperplasia in 
situ rather than infiltration; they exhibit cellular pleomorphism, and 
there is an abundant proliferation of reticulum. The condition may be 
histologically indistinguishable from reticulum cell sarcoma. The hema- 
tologic picture of the disease is variable. Usually the leukocyte count is 
within normal limits or there is slight to moderate leukopenia. The 
differential count may be normal, but in approximately half the cases 
there is an increase in large mononuclear cells which is significant. 
When there is an atypical blood picture with numerous monocytes, both 
immature and normal, the condition is classified as aleukemic monocytic 
leukemia (aleukemic reticuloendotheliosis). The great similarity of true 
leukemic reticuloendotheliosis, reticuloendotheliosis and neoplastic reticu- 
loendothelial hyperplasia indicates either a limited response of the 
reticuloendothelial system to different pathogenic agents or a funda- 
mental relation between all three diseases, even though the ultimate 
nature of both leukemia and reticuloendotheliosis is still obscure. 

In our second case the picture was similar in many respects to that 
described as reticuloendotheliosis. The neoplastic nature of the lesions 
was indicated by their destructive character, pleomorphism and abundant 
production of reticulum. Microscopically it was impossible in some sites 
to distinguish clearly between reticuloendotheliosis, reticulum cell sar- 
coma and leukemic reticuloendotheliosis. The diagnosis of leukemia 
was justified, however, because many of the lesions showed histologic 
evidence of differentiation toward free mononuclear cells and because the 
peripheral blood constantly revealed immature monocytes. 


CUTANEOUS LESIONS 
Monocytic leukemia may exhibit nonspecific lesions of the skin similar 
to those seen in the other varieties of leukemia. These include purpura, 
urticaria, pigmentation, exfoliative dermatitis,’ carbuncles and furuncle- 
like lesions. Petechiae are the most frequent and are often associated 
with bleeding from the mucous membranes, especially the mouth and 
the nose. Lesions of the mouth and throat, such as swelling of the 
gums, gangrenous stomatitis and pharyngitis, are common manifesta- 
tions and, while not pathognomonic, are suggestive of the disease. 


9. Montgomery, H., and Watkins, C. H.: Exfoliative Dermatitis or Mani- 
festation of Monocytic Leukemia (Schilling), Proc. Staff Meet., Mayo Clin. 13: 
294-297 (May 11) 1938; Minnesota Med. 21:636-641 (Sept.) 1938. 
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The specific lesions consist of macules, papules, nodules and plaques. 
From a review of the reported cases,’ together with those described in 
this paper, the following characteristics are considered worthy of 
emphasis : 

1. There is a more or less generalized dissemination of cutaneous 
and subeutaneous nodules. These may coalesce and form large plaques. 
Clinically, the disease in this form may resemble mycosis fungoides '°* or 

soeck’s sarcoid. 

2. The maculopapular type of eruption may simulate a secondary 
syphiloderm or erythema multiforme. 


3. The deeper lesions which involve the corium and subcutaneous 
tissue are nodular or tumorous and must be distinguished from Kaposi’s 
sarcoma. 

4. The individual lesions pass through a cycle of development and 
of involution, and changes can often be detected from day to day. In 
their evolution they increase in size and change in color from red to 
bluish red. During involution they become dusky and fade, finally dis- 
appearing entirely or leaving gray or pale yellowish red macular areas. 

5. The lesions sometimes undergo central softening and necrosis and 
then slough, leaving a crater-like ulceration. Lynch ** has described 2 
cases of chronic ulceration. Occasionally the lesions may become bullous 
or purulent owing to superimposed infection. 


6. The nodules may occur in localized groups, but a generalized 
dissemination is more frequent. The pattern is usually asymmetric, and 
all parts of the body are involved. In the first case of this report, how- 
ever, the lesions appeared symmetrically on the upper and lower extremi- 
ties, abdomen and lower part of the lumbar region, while the face was 
uninvolved. 


7. The cutaneous lesions may be the first objective sign of the dis- 
ease, and they may precede or follow the characteristic hematologic 
findings. The cutaneous changes are not pathognomonic of monocytic 
leukemia, and the diagnosis of this type of leukemia must be established 
by examination of the blood together with biopsy studies of the lesions. 


8. Roentgen treatment may result in a regression of the lesions which 
is occasionally striking, but this effect is only temporary. 


10. (a) Mercer, S. T.: The Dermatosis of Monocytic Leukemia, Arch. Dermat. 
& Syph. 31:615-635 (May) 1935. (b) Loveman, A. B.: Monocytic Leukemia 
Cutis: Report of a Case with Biopsy Studies, South. M. J. 29:357-363 (April) 
1936. (c¢) Wayson, J. T., and Weidman, F. D.: Aleukemic Reticulosis: An 
Additional Member of the Group of So-Called Cutaneous Lymphoblastomas, Arch. 
Dermat. & Syph. 34:755-770 (Nov.) 1936. (d) Lynch, F. W.: Cutaneous Lesions 
Associated with Monocytic Leukemia and Reticuloendotheliosis, ibid. 34:775-796 
(Nov.) 1936. (e) Montgomery, H., and Watkins, C. H.: Monocytic Leukemia: 
Cutaneous Manifestations of the Naegeli and Schilling Types; Hemocytologic 
Differentiation, Arch. Int. Med. 60:51-63 (July) 1937. 
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SUMMARY 


Two cases of monocytic leukemia with specific cutaneous lesions are 
reported. Both patients were elderly women, and the disease pursued 
a chronic course. This chronicity in women is rare in the literature. 

In the first case the total duration of the illness was sixteen months, 
and the disease remained in an aleukemic phase until the last week of 
life. It then entered an acute fulminating stage characterized by fever, 
splenomegaly and flooding of the blood with monoblasts and immature 
monocytes. Throughout the aleukemic phase the only positive clinical 
findings were the lesions of the skin and the abnormal blood picture with 
respect to the monocytic leukocytes. The cutaneous lesions were raised 
and nodular and symmetrically distributed over the upper and lower 
extremities, thorax, abdomen and lower part of the lumbar region. At 
first the lesions were discrete and only occasionally confluent, but later 
in the disease they formed extensive and confluent indurated nodular 
masses with a bullous and fungating surface, especially on the legs. 
Anatomically the lesions resembled those of the Naegeli form of mono- 
cytic leukemia, but the leukemic cells were peroxidase negative. Thus, 
this condition was of the Schilling type. 

In the second case the clinical duration of the disease was approxi- 
mately two years. Throughout this period the blood showed a persistent 
leukopenia but constantly revealed immature and atypical monocytes. 
The outstanding clinical features were the cutaneous lesions, the per- 
sistent nasal obstruction and the demonstration by roentgen rays oi 
destructive lesions of bone, especially in the hands. The lesions of the 
skin consisted of numerous discrete and firm nodules and tumors dis- 
tributed asymmetrically on the face, back and extensor surfaces of the 
extremities. Anatomically the lesions were similar to those of reticulo- 
endotheliosis and of reticulum cell sarcoma, There was extensive 
reticuloendothelial hyperplasia, involving the skin, lymph nodes, nose 
and tonsils, bone marrow, stomach, thyroid and lungs. The lack of 
involvement of the liver and spleen was distinctly unusual. 


i 


SULFANILAMIDE IN TREATMENT OF ACUTE 
LUPUS ERYTHEMATOSUS 


FAILURE WITH WELL CONTROLLED ADMINISTRATION 


JOHN F. WILSON, M.D. 


MINNEAPOLIS 


In view of a recent report and discussions' of the action of 
sulfanilamide in cases of acute disseminated lupus erythematosus, it 
is of interest that in a case of typical involvement in which the strepto- 
coccus was cultured from the lesions well coftrolled sulfanilamide 
therapy produced no improvement. 

In May 1937 sulfanilamide was used in a case of acute disseminated 
lupus erythematosus * in the students’ health service at the University 
Hospitals. Administration was discontinued, however, because of 
severe reactions. Necropsy showed miliary tuberculosis. 

secause of the activity of sulfanilamide against the beta hemolytic 
streptococcus, the drug was used in the case to be reported. As efficiency 
results when a minimum level of 10 mg. of sulfanilamide per hundred 
cubic centimeters of blood is maintained, this concentration was exceeded 
throughout the course. 

REPORT OF A CASE 

Mrs. M. B., a white woman aged 31, suffered a severe sunburn in July 1936. 
She was treated with local applications by her family physician, but did not 
improve. She then went to a local clinic, where injections of a vaccine were given, 
and the lesions healed. However, there remained slight redness and swelling of 
both cheeks extending across the bridge of the nose. 

The patient was in good health until July 1938, when she suffered a recurrence 
without being directly exposed to the sun, She returned to the clinic in August, 
and a specimen for biopsy was taken and the patient was tested for sensitivity to 
ultraviolet rays. She was discharged to the care of her family physician. 


The autopsy was performed by Dr. Lawrence Berman. 

From the Division of Dermatology, University of Minnesota, Henry E. 
Michelson, M.D., Director. 

1. Anderson, H. F.: Fulminating Acute Lupus Erythematosus Cured by 
Sulfanilamide, Arch. Dermat. & Syph. 38:621 (Oct.) 1938. Abramowitz, E. W., 
in discussion on Astrachan, G, D.: Lupus Erythematosus in a Patient with Lichen, 
Planus, ibid, $37:1083 (June) 1938. Wolienberg, R. A. C.: Lupus Erythematosus 
Disseminatus, ibid. 38:295 (Aug.) 1938. Abramowitz, E. W., and Bloom, D., 
in discussion on Wise, F.: Discoid Lupus Erythematosus Undergoing Dissemina- 
tion, ibid. $8:661 (Oct.) 1938. 

2. Hinckley, R. G., and McKinlay, C. A.: Acute Disseminated Lupus Ery- 
ew Associated with Miliary Tuberculosis, Minnesota Med. 21:442 (June) 
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On her return home the area which had been exposed to ultraviolet rays became 
severely inflamed, This inflammation spread to the rest of the body, but was 
most pronounced on the exposed surfaces. Her condition became worse, and she 
was admitted to a local hospital in September. After receiving injections of 
splenic extract she improved, and she was discharged in November. 

She was in good health until the early part of January 1939, when she suffered 
a severe exacerbation. She had severe headaches and was readmitted to her local 
hospital. While there she became unconscious. Her temperature ranged from 
100 to 104 F. There was no albuminuria. She was again given injections of 
splenic extract, and boric acid ointment was applied to the lesions. She improved 
slightly and on February 6 was admitted to the University Hospitals. 

Physical Examination.—The patient was well nourished but appeared acutely 
ill. The blood pressure was 115 systolic and 50 diastolic. 

The face was edematous and erythematous. There were numerous oozing and 
crusted lesions, especially on the cheeks and on the chin, 

The eyes were edenfatous. There was no evidence of retinitis by ophthal- 
moscopic examination. 

The right tympanic membrane showed a healed perforation. The left was 
ruptured, and there was a thin watery discharge from the left ear. 

The nasal cavity was filled with yellowish crusts. 

The lips were edematous and fissured. The tongue could not be protruded 
because of the swelling of this organ and the inability to open the mouth widely. 
There were many denuded areas of the mucous membranes. 

Examination of the chest disclosed no abnormality. The heart was not enlarged, 
and there were no abnormal sounds, 

The liver and spleen were not palpable. 

The exposed areas of the skin were erythematous and edematous. There were 
denuded areas on the face, neck, chest and back, the surfaces of which were 
covered with dry yellow crusts. On the back these lesions were present within 
a v-shaped area corresponding to the outlines of a bathing suit, in the center 
of which was a sharply marginated erythematous edematous patch at the point 
of exposure to ultraviolet rays. 

On the remainder of the trunk and extremities were scattered papular 
erythematous lesions. In some areas these coalesced to form irregular plaques, 
especially on the arms and thighs. On the fingers were large superficial pustules. 

A roentgenogram of the chest showed no evidence of recent or active tuber- 
culosis. There was thickening of the interlobar pleura, probably from an old 
pulmonary infection. 

Roentgen examination of the mastoid area showed decided sclerosis with 
absence of cells. 

Microscopic examination of a portion of skin excised from the right thigh 
showed a picture consistent with the diagnosis of acute disseminated lupus 
erythematosus. There was edema, with separation of the epithelium from the 
cutis and vesicle formation. Hyperkeratosis and vacuolation of the epithelial cells 
were present. A diffuse lymphocytic infiltrate was scattered throughout the corium. 

Albuminuria was found in daily examinations. There was moderate anemia. 
The leukocyte count was 4,950 on two occasions, and the differential count was 
normal. The Wassermann reaction of the blood was negative. The urea nitroge! 
and the sugar concentration of the blood were normal. The sedimentation rate 
of the blood was 118 mm. in sixty minutes. Porphyrin studies of the urine six 
days after the beginning of therapy with sulfanilamide gave normal results. 
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Cultures of material from the lesions on the chin, upper lip and hands all 
showed the presence of the beta hemolytic streptococcus. A culture of the blood 
on February 10 was negative. Culture of the urine on February 21 showed the 
gamma streptococcus. 

Course.—Sulfanilamide was given orally at the rate of 60 grains (3.88 Gm.) 
per day, beginning on February 11. The sulfanilamide level of the blood was 
as follows: 

Mg. per Hundred Cubic 
Centimeters 


February 14 
February 16 
February 21 
February 23 


February 25 


The patient was able to take sulfanilamide orally until 12 M. on February 24. 

The temperature ranged from 98 to 104.8 F. The leukocyte count on February 
9 and February 12 was 4,950. On February 16 it rose to 6,950 and on February 
22 was 9,700. The patient did not improve, but remained in good condition until 
February 22, at which time she had received the drug for twelve days. She then 
became gradually weaker, and at 4: 30 a. m. on February 26 she died. 

Observations at Necropsy.—Postmortem examination revealed bilateral bron- 
chopneumonia, pleural adhesions on the right side, abscesses of the left lung, hydro- 
pericardium, acute splenitis, cloudy swelling of the myocardium, liver and kidneys 
and chromaffin cell tumor of the right adrenal gland. There was no evidence of 
tuberculosis. 
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SULFANILAMIDE IN TREATMENT OF PYOGENIC 


DERMATOSES 


ALBERT STRICKLER, M.D. 
Medical Director 
AND 
MAURICE J. STONE, M.D. 
Resident Physician 
PHILADELPHIA 


Sulfanilamide has run the gamut of all new remedies, and, as would 
be expected, trial of it has been made for cutaneous diseases, especially 
those of the more serious types, for which a microbic causation jis 
probable. 

Sulfanilamide has been scientifically established as an inhibitor of 
the growth of bacteria, especially cocci. It has been used by many 
physicians, including ourselves, in the treatment of pemphigus of the 
severe type. The results obtained coincided with those of most der- 
matologists—mainly that this remedy was without avail, although a 
few have reported favorable results and even cure. For lupus erythe- 
matosus, a condition which at times may be of streptococcic origin, 
some favorable results have been reported. Although in this disease 
photosensitivity is an important etiologic factor and sulfanilamide seems 
to possess photosensitizing powers, improvement has been recorded. 


PYODERMAS 


The purpose of this paper is to report results obtained in the 
treatment of various types of pyogenic dermatoses, with due apprecia- 
tion that many of these conditions are easily and quickly influenced 


by local remedies. However, some pyogenic diseases are fatal and 


others are chronic; so a trial was made of sulfanilamide for these 
particular dermatoses. 

Impetigo Contagiosa Neonatorum—Our series included 2 infants 
with impetigo contagiosa neonatorum, both of whom responded most 
favorably to treatment with sulfanilamide. The histories in brief are 


as follows: 
REPORT OF CASES 


Case 1.—J. S., a boy aged 10 days, was admitted to the Skin and Cancer Hos- 
pital on Feb. 28, 1939. On the face, neck, eyelids, scalp, trunk, buttocks and 
scrotum were numerous flat blebs and some thin yellow crusts. In some areas the 


From the Department of Dermatology, the Skin and Cancer Hospital. 
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kin was denuded. Treatment with 1 grain (0.06 Gm.) of sulfanilamide three 
times a day was started immediately, and by the third day the temperature, which 
had been as high as 103.6 F., was normal, and the lesions were healing rapidly. 
Qn March 2, the medication was stopped for one day owing to cyanosis, but was 
continued on March 3 until March 10, at which time the skin was free of lesions. 
Local treatment consisted in occasional spraying with 1: 50,000 solution of 
mercurophen (sodium oxymercury orthonitrophenolate). The blood picture during 
the course of treatment was as follows: The hemoglobin concentration, which on 
February 28 was 108 per cent, dropped to 95 per cent; the red cell count remained 
slightly above 500,000 and the white cell count varied between 9,500 and 9,000 
per cubic millimeter. 


Case 2,—J. A. S., aged 11 days, was admitted to the Skin and Cancer Hospital 
on March 10, 1939, with an eruption of four days’ duration. On the face, forehead, 
eyelids, scalp, abdomen and thighs were numerous macular lesions covered with 
yellowish crusts and numerous vesicles, pea sized or larger, with a faint reddish 
halo, Treatment consisted of 1 grain (0.06 Gm.) of sulfanilamide and 5 grains 
(0.32 Gm.) of sodium citrate six times daily, After three days of treatment the 
impetiginous lesions began to dry, and six days after the beginning of treatment 
all lesions were inactive, with no new ones appearing. Smaller doses were given 
for four more days, and by the thirteenth day after admission no evidence of any 
eruption remained, 


Secondary Pyogenic Dermatoses——Those called on to treat wide- 
spread eczematous diseases at times encounter a serious complication. 
We refer to the more or less widespread secondary pyogenic infections 
which at times appear with the chronic, more or less generalized 
eczemas, either after the use of remedies which produce exfoliation 
or when exfoliation is part of the clinical picture. Such an untoward 
event means a cessation of all active treatment, with efforts directed 
entirely toward combating the pyoderma. During such a complication, 
lasting days or at times weeks, treatment of the cutaneous disease 
suffers, and considerable time is lost. Under such circumstances the 
use of sulfanilamide, with its almost universally favorable results, has 
reduced the time of enforced inactivity and given the skin a rest from 
local antiseptic applications. 

There follow brief sketches of a number of such cases that have 
been observed by us: 


Case 3.—D. W., a white woman aged 36 years, entered the hospital on Feb. 
16, 1939, with an extensive eczematoid dermatitis involving the face, eyelids, ears, 
chest, back and thighs, recurrent over a number of years. The present attack was 
of one week’s duration. The lesions consisted of poorly marginated patches of 
erythema, small pustules and vesicles intermingled with yellowish crusts and 
scales. On admission the patient was treated by local antiseptic applications. The 
temperature was 101.8 F., and after thirty-six hours of such treatment the tempera- 
ture remained stationary, with little improvement in the eruption. The patient was 
given 40 grains (2.59 Gm.) of sulfanilamide daily in divided doses, and the 
temperature dropped to 99 F, in forty-eight hours. The lesions began to improve, 
with drying of the vesicles and pustules and lessening of the erythema. The dose 
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of sulfanilamide was reduced to 30 grains (1.94 Gm.) for the next day and then 
to 15 grains (0.97 Gm.) a day for the next two days. The hemoglobin concentra- 
tion, which when the patient was admitted was 68 per cent, and the red and white 
blood cell counts, which were 3,900,000 and 11,500, respectively, remained 
unaffected during the sulfanilamide therapy. She was discharged on the eighteenth 


day after her admission, completely recovered. 


Case 4.—J. H., a white man aged 28, was admitted to the Skin and Cancer 
Hospital on Oct. 26, 1938. The face and neck were a mass of thick yellow crusts, 
with moderate cellulitis and considerable edema, and the arms and shoulders were 
similarly affected, though less severely. The duration of the disease was three 
weeks. Severe oiliness and crusting of the scalp were also present. A diagnosis 
of seborrheic eczema with secondary infection was made. On November 2, 5 grains 
(0.32 Gm.) of sulfanilamide three times a day was prescribed, and the dose was 
increased to 10 grains (0.65 Gm.) six times a day on November 3. Three days 
later the condition began to improve, and the patient was discharged cured on 


November 20. 


Case 5.—P. T., a white boy aged 12 years, was admitted to the hospital on 
Oct. 4, 1938, with generalized dermatitis venenata. Under iocal treatment only 
moderate progress was made. On October 12, numerous pustules, follicular and 
nonfollicular, developed over the greater part of the body. The temperature rose 
to 103.2 F. Local antiseptic remedies were prescribed, with little influence on the 
temperature or the eruption. On October 18, sulfanilamide therapy was begun. 
The dose at first was 5 grains (0.32 Gm.) twice a day. This was increased 
gradually to 5 grains (0.32 Gm.) six times per day. After November 16 the 
amount given was increased to 40 grains (2.59 Gm.) per day in divided doses. 
When sulfanilamide treatment was instituted the temperature rapidly subsided, 
and by October 20 it was normal. On October 23 the infection had entirely 


ceased and the eruption was gone. 


Case 6.—G. B., a white boy aged 17 months, was admitted to the Skin and 
Cancer Hospital on Jan. 6, 1939. On both cheeks were thick yellowish crusts 
and papules topped with yellow crusts, numerous pustules, purulent exudation and 
unmarginated erythema. The duration was about three weeks. The condition 
was recurrent. A diagnosis of infantile eczema with secondary pyoderma was 

i made. Three days later, treatment with 5 grains (0.32 Gm.) of sulfanilamide 
three times a day was started; on the following day the frequency was increased 
to four times a day, and on January 14 it was decreased to three times a day. 
By January 15 all infection had disappeared. On February 3, a slight impetiginous 
infection appeared on one cheek; this was promptly controlled by administration 
of 5 grains (0.32 Gm.) of sulfanilamide four times a day and local applications 
of metaphen solution. The child was discharged cured on February 5. The 
sulfanilamide did not affect either the hemoglobin concentration or the white blood 
cell count, which was carefully checked during the entire course of medication. 


Cast 7.—T. H., a white boy aged 4 years, was admitted to the hospital on 
Aug. 17, 1938, with a generalized eruption which had been present continuously 
since he was 6 months of age, in spite of all sorts of treatment. The skin of the 
entire body was dry and showed numerous excoriations. A diagnosis of gen- 
eralized erythematosquamous eczema was made. Slight improvement occurred 
under the usual methods of treatment, with occasional flare-ups. During the course 
of the treatment, pyogenic infections of the skin developed, necessitating local 
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antiseptic treatment for some weeks before attempts at continuation of the curative 
measures for the eczematous process. On March 23, 1939, impetiginous lesions of 
4 yvesiculobullous character reappeared over the greater part of the body. On this 
occasion administration of 2 grains (0.13 Gm.) of sulfanilamide with 1 fluidrachm 
(3.7 cc.) of solution of potassium citrate was started. This amount was given 
four times per day, with no local treatment. There was decided elevation in 
temperature at this time. On March 25 great improvement in the pyogenic infec- 
tion was noted, and the temperature returned approximately to normal, Gradual 
and steady improvement continued. On March 27 the dose of sulfanilamide was 
increased to 3 grains (0.19 Gm.) four times a day, and by April 8 the infection 
disappeared. The hemoglobin concentration and the white blood cell count, deter- 
mined every day during the sulfanilamide therapy, remained stationary at 66 per 
cent and 12,000 respectively. 


Case 8.—B. P., a white man aged 38, came to the clinic of the Skin and Cancer 
Hospital on Jan. 7, 1939. There was decided dyshidrosis of the hands and feet, 
consisting of large vesicles and blebs and an accompanying dermatitis of one 
month’s duration. The condition was most marked on the palmar surfaces. Exam- 
ination of the epidermis for fungi gave negative results. The use of local astringent 
preparations and a course of roentgen therapy were prescribed, and slight improve- 
ment resulted. After several weeks of treatment, blebs continued to appear, espe- 
cially on the palmar surfaces. Local astringent and antiseptic treatment seemed 
at this stage to aggravate the condition, the blebs having assumed a purulent or 
semipurulent character. The patient was given 5 grains (0.32 Gm.) of sulfanil- 
amide every two hours for four days, with resultant great improvement. No local 
treatment was prescribed during this time. The dose of sulfanilamide was 
gradually reduced. The medication was begun on March 4, and by April 1 the 
blebs had all disappeared, the infection was gone and cornification was well 
advanced. The patient has returned to his work, with no relapse up to the present 
time. 


Sycosis Vulgaris—For the more resistant types of sycosis vulgaris 
which have come under our notice, sulfanilamide has been prescribed. 
There follows a brief summary of some of our cases: 


Case 9.—A. C., a white man aged 24 years, consulted one of us (A. S.) for a 
pustular eruption limited mainly to the middle vertical third of the face, of five to 
six years’ duration. The skin was oily, and the pustules were small, superficial, 
mainly follicular and rather discrete, without any decided inflammatory areola. 
The diagnosis was pustular folliculitis. A pure culture of Staphylococcus citreus 
was obtained. Examinations of the urine and the blood gave negative results, 
and the blood sugar was normal. There were no demonstrable evidences of focal 
infection. Local applications and roentgen therapy were tried, but were not 
curative. Five grains (0.32 Gm.) of sulfanilamide six times a day was prescribed, 
and the skin became clear within three weeks and has remained so for over three 
months at the time of this report. 


Case 10.—W. L., a man aged 40, consulted one of us (A. S.) for a pustular 
eruption of the face of six months’ duration. On the bearded region were areas 
of alopecia, intermingled with papular and nodular inflammatory lesions, each 
perforated by hair. Examination of epilated hairs for ringworm gave negative 
results. The diagnosis was sycosis vulgaris. A search for focal infection dis- 
closed one tooth in a questionable condition, but no corrective treatment was 
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attempted. Culture of the hair showed Staphylococcus albus. It was evident 
from the alopecia that roentgen therapy had been tried unsuccessfully, and the 
patient was most reluctant to attempt any further local treatment; hence 5 grains 
(0.32 Gm.) of sulfanilamide six times a day was prescribed. Within three weeks 
practically all the lesions disappeared, and aside from the areas of alopecia the 
skin is free of eruption at the time of this report. 


Case 11.—D. W., a man aged 35 years, presented a lesion on the chin of six 
weeks’ duration. It was the size of a quarter, somewhat marginated and heavily 
crusted, with a surrounding erythema and the crust perforated by hair. The 
diagnosis was sycosis vulgaris, Culture of material from the lesion showed 
Staph. albus. The urine was normal; the Wassermann reaction was negative, and 
the blood count was within normal limits. Five grains (0.32 Gm.) of sulfanilamide 
five times a day was prescribed and the frequency later increased to eight times 
a day. At the end of two and one-half weeks the condition cleared and the patient 
was well, During this therapy, the hemoglobin concentration dropped 5 per cent, 
but the white blood cell count remained stationary. 


Case 12.—W. D., a man aged 30 years, complained of a pustular eruption of 
the face, especially about the chin and nose, of ten years’ duration. The lesions 
were small follicular pustules, rather superficial and slightly inflammatory. The 
skin of the face was oily. The diagnosis was pustular folliculitis. 

Laboratory studies gave the following results: The blood sugar content and 
the urine were normal, and the Wassermann reaction was negative. The blood 
count was within normal limits. There were no demonstrable evidences of focal 


infection, 
Treatment consisted of only 4 grains (0.26 Gm.) of sulfanilamide six times a 


day. The patient has been under observation for two weeks at the time of this 
report, and there has been decided improvement. It is too early, however, to state 
definitely the outcome of the therapy. 


COMMENT 


The late Walter Highman left as a heritage the therapeutic thought 
that powerful internal remedies ought not to be used to combat der- 
matoses amenable to treatment by local applications. With this concept 
of dermatologic therapeutics we are in hearty accord. We neither 
practice nor advise the use of sulfanilamide for the milder types of 
pyoderma. As a result of our trial of sulfanilamide, we are convinced 
that this remedy has a distinct field of usefulness for pyodermas which 
may be fatal, those with a constitutional reaction and rapid spread and 
chronic types (particularly follicular) for which the usual measures 


are without avail. 


327 South Sixteenth Street. 
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THE HORMONES AND ACNE VULGARIS 


I. URINARY ASSAY FOR AND THERAPEUTIC USE OF ANDROGEN 


THEODORE 


CORNBLEET, M.D. 
AND 
BRODA BARNES, M.D. 


CHICAGO 


To even the casual observer it is apparent that acne vulgaris must 
have some basic relation to the endocrine glands. Much has been 
written regarding this relation, but no one has as yet shown what it is. 
Only a few worthy experimental studies attempting to explore this 
sector are recorded, although a much larger number of essays tell of 
the therapeutic uses of a number of glandular products. Almost every 
time a new extract is made available, it is given an early trial in the 
treatment of acne. None of these products thus far has seemed 
effective. 

Several authors! have recorded their experiences with the use of 
androgen for acne. Their opinions as to its effectiveness have differed 
somewhat. Moreover, none of the reports has been on a sufficiently 
large number of patients to furnish evidence outweighing the uncer- 
tainties attached to results of treatment of a dermatosis marked by 
much spontaneous change. For this reason it was thought worth while 
to record the results of the use of an androgen? in a larger group of 
patients under controlled conditions and to make urinary assays of 
androgen for some of them. We attempted to overcome to some 
extent the known variable clinical factor by choosing when possible 
patients resistant to standard forms of therapy or patients whose acne 
was of long duration and chronic. 


URINARY ASSAY 


The forty-eight hour specimens of urine were measured, and 2,000 cc. was taken 
for extraction; if the sample measured less than that, water was added to make 


From the Department of Dermatology, University of Illinois College of 
Medicine, service of Dr. F. E. Senear. 

1. Hamilton, J. B.: Treatment of Sexual Underdevelopment with Synthetic 
Male Hormone Substance, Endocrinology 21:649, 1937. Molitch, M.: Treatment 
of Acne Vulgaris with Testosterone Propionate, ibid. 28:803, 1938. Templeton, 
H. J., and Truman, S. R.: Endocrine Therapy in Acne Vulgaris, California & 
West. Med. 48:337, 1938. 


2. The preparation used in these experiments was testosterone propionate 
(perandren, Ciba). 
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2 liters. Concentrated hydrochloric acid was added in a quantity equal to one- 
tenth the volume of urine used. The mixture was heated to the boiling point and 
boiled slowly for fifteen minutes. The solution was cooled in water at room 
temperature, filtered through a paper towel to remove a small quantity of dark 
precipitate and then extracted in a continuous extraction apparatus similar to 
that described by Gallagher and his co-workers.* The procedure differed in that 
chloroform was used as the solvent and hence the direction of the current of the 
solvent was with gravity instead of against it. Extraction was carried out for 
forty-eight hours. The chloroform was distilled off under reduced pressure and 
the residue leached with ether. Further purification and separation of the estrogen 
from the androgen were effected by the procedure of Gallagher and his associates. 
The assay was different. 

The androgenic fraction was finally put up in 13 cc. of corn oil. Dilutions 
were made from this stock as follows: (1) full strength, or 100 per cent; (2) 8 
per cent; (3) 60 per cent; (4) 40 per cent, and (5) 20 per cent. The assay was 
carried out on white leghorn chicks 1 day old. Three chicks received each of the 
aforementioned dilutions in a dose of 0.2 cc. daily for six days. The combs were 
examined on the seventh day, or twenty-four hours after the last injection. It 
had been found previously that injection of 20 micrograms daily produced a 
noticeable increase in the size of the comb, which is in agreement with the observa- 
tion of Dorfman and Greulich.4 With each assay, 15 chicks were given injections 
of 20 micrograms of crystalline androsterone in 0.2 cc. of corn oil daily for six 
days. Usually about 13 of the 15 gave a positive response and served as controls. 
Thus, of the aforementioned dilutions, the lowest concentration causing a positive 
response in 2 of 3 chicks was assumed to contain a daily dose of 20 micrograms. 
The positive reactions were read by visual inspection of the comb by two different 
persons, whose observations were found to agree remarkably well. To rule out 
personal interpretations, the readings were made without knowledge of what the 
chick had received. Evidence of a positive response was an increase in the size 
of the comb, in both height and width, and a deeper color due to increased 


vascularity. 
RESULTS IN NORMAL SUBJECTS AND IN PATIENTS 
WITH ACNE VULGARIS 
The values for our small series of controls were within the range 
found by other workers and agreed fairly well with those of Gallagher 
and his co-workers and with those of Callow.° 
The values for our patients with acne fell in the lower part of the 
range for normal subjects. These results are somewhat different from 


3. Gallagher, T. F.; Peterson, R. I.; Dorfman, R. I.; Kenyon, A. T., and 
Koch, F. C.: The Daily Urinary Excretion of Estrogenic and Androgenic Sub- 
stances by Normal Men and Women, J. Clin. Investigation 16:695, 1937. 

4. Dorfman, R. I., and Greulich, W. W.: Response of Chick’s Comb to 
Naturally Occurring Androgens and Estrogens, Yale J. Biol. & Med. 10:79, 1937. 

5. Callow, R. K.: The Significance of the Excretion of Sex Hormones in 
the Urine, Proc. Roy. Soc. Med. 31:841, 1938. 
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those of Wile, Snow and Bradbury,® who found that subjects with 
acne on the average excrete slightly larger amounts of androgen in 
the urine than do normal controls. It is difficult to see why the dis- 
crepancy in these two sets of results exists. It may be that the cause 
lies in the use of different test birds. Wile and his co-workers used 
capons, whereas we used chicks. It is true that the more generally 
accepted method of assay utilizes capons and not chicks, but we were 
able to get values in agreement with accepted values with the latter 
birds. We used chicks because with them we could detect increased 
excretion of androgen when injections of an androgenic substance 
(testosterone propionate) were given the subject. This will be the sub- 
ject of another report. Since the completion of our studies, Dorfman 
and Hamilton’ have published their results in studies which utilized 
chicks as the test birds. They too were able to detect increased andro- 


Daily Urinary Output of Androgen (mg.) 


Normal Patients 
Subjects Sex with Acne 


2.6 
2.6 
4.0 
1.9 
4.0 
4.0 
3.6 
3.9 
2.4 


6 
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genic excretions after administration of an androgen. Capons, on the 
other hand, do not have this increased excretion. Apparently the 
different androgens do not behave alike when injected into different 
test subjects. 

A group of 24 patients with acne were given intramuscular injec- 
tions of sesame oil for at least two months. This preparation was the 
diluent for the androgen used in these studies, and these injections 
served as a control for the treatment with the androgen itself. One 
cubic centimeter of the oil was injected once weekly. There were no 
general reactions and little local reaction. Seven of the patients were 
improved more than 50 per cent. One had complete clearing of the 


6. Wile, U. J.; Snow, J. S., and Bradbury, J. T.: Studies of Sex Hormones 
in Acne: II. Urinary Excretion of Androgenic and Estrogenic Substances, Arch. 
Dermat. & Syph. 39:200 (Feb.) 1939. 

7. Dorfman, R. I., and Hamilton, J. B.: Urinary Excretion of Androgenic 
Substances After Intramuscular and Oral Administration of Testosterone Propionate 
to Humans, J. Clin. Investigation 18:67, 1939. 
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eruption. Two of the improved patients had severe cystic lesions which 
underwent involution and assumed the form of less conspicuous papules, 

Forty-six patients with acne were treated with androgenic substance 
for a period of at least three months. Each patient received 10 ing. 
of testosterone propionate intramuscularly once a week. Twenty-four 
of this group were improved at least 50 per cent. In 9 the eruption 
cleared entirely. Of these, 5 relapsed two weeks to three months after 
the cessation of treatment. These 5 were given further injections of 
testosterone propionate. Three again improved, while 2 were refractory, 
Patients who received testosterone propionate and showed less than 
50 per cent improvement had nothing peculiar about them to distinguish 
them as a group from those who fared better. Young women with acne 
of the chin responded poorly to this therapy. Patients exhibiting hard 
shotty papules did not do so well. When improvement resulted, the 
The deeper lesions on involuting 


appearance was highly satisfactory. 
left scarring and atrophy just as they do after any effective form of 


treatment. 
SUMMARY 


Patients with acne excrete quantities of androgen which lie at the 
lower part of the range for normal controls. 

Forty-six patients with acne vulgaris were treated with androgen. 
Twenty-four improved somewhat, and in several the lesions cleared 


entirely. 
Twenty-four patients with acne were treated with sesame oil only, 


the diluent material for the testosterone propionate used in the other 
group. Seven of these improved more than 50 per cent. One had 


complete clearing of the skin. 
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IMPETIGO HERPETIFORMIS 


REPORT OF SUCCESSFUL TREATMENT WITH SULFANILAMIDE 


LOUIS JOHN FRANK, M.D. 


SIOUX CITY, IOWA 


“Impetigo herpetiformis” has been the title of but one paper in the 
American periodical literature in the past ten years. Carter and Pearce ! 
reported 2 cases, both of pregnant women with polymorphous eruptions 
which appeared as vesicles and bullae. In both the diagnosis of derma- 
titis herpetiformis was made by a dermatologist. Impetigo herpeti- 
formis has been mentioned but once * in the transactions of the various 
dermatologic societies reported in the ARCHIVES OF DERMATOLOGY AND 
SypHILOLoGy in this period. One might assume from this that Ameri- 
can dermatologists do not broaden the concept and require that the 
morphologic appearance conform to Hebra’s description before they use 
this designation. On the other hand, reports in the European literature 
are not infrequent. The recent ones * indicate that the etiologic trend, in 
Germany especially, is toward attributing the disease to a parathyroid 
disturbance. Cases have been collected in which the calcium level of the 
blood was low and there was frequent association with tetany. Therapeu- 
tic efforts with parathyroid and vitamin D preparations have been 
reported successful. 


I shall report a case of spectacular recovery during sulfanilamide 
therapy. An evaluation of therapeutic procedure for a disease encoun- 


1. Carter, B., and Pearce, R. L.: Impetigo Herpetiformis Occurring During 
Pregnancy, Am. J. Obst. & Gynec. 33:114 (Jan.) 1937. 

2. Ayres, S., Jr.: Impetigo Herpetiformis, Arch. Dermat. & Syph. 27:1021 
(June) 1933. 

3. (a) Schmidt-LaBaume, F.: Importance of Dihydrotachysterol as a Method 
of Substitution Therapy of Hypocalcinosis in Impetigo Herpetiformis, Med. Klin. 
33:1590 (Nov. 26) 1937. (b) Scherber, G.: Impetigo Herpetiformis, Parathy- 
reoidea and Dihydrotachysterol in Therapy, Dermat. Wchnschr. 106:391 (April 
2) 1938; abstracted, Wise, F., and Sulzberger, M. B.: Year Book of Dermatology 
and Syphilology, Chicago, Year Book Publishers, Inc., 1938, p. 399. (c) Bohn- 
stedt, R. M.: Impetigo Herpetiformis Associated with Tetany in Pregnancy, Arch. 
i. Dermat. u. Syph. 169:357, 1933. (d) Bartmann, J.: Impetigo Herpetiformis : 
Etiologic Therapy, Arch. f. Dermat. u. Syph. 175:93, 1937; abstracted Wise, 
F., and Sulzberger, M. B.: Year Book of Dermatology and Syphilology, Chicago, 
The Year Book Publishers, Inc., 1937, p. 221. (e) Schubert, M.: Impetigo 
Herpetiformis, A. T. 10 Therapy, Dermat. Wehnschr. 102:761 (June 13) 1936. 
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tered as infrequently as impetigo herpetiformis can be accomplished only 
if isolated cases are reported. For this reason I submit the following 


report: 


REPORT OF A CASE 


E. D., a white married woman aged 35, was seen on Noy. 27, 1938. She had 
been discharged from the hospital thirty days previously. The record of her first 
admission showed that she was in her fourth month of pregnancy and complained 
of palpitation of the heart, pain in the epigastrium and fever. She had had 
similar symptoms with three previous pregnancies, but they had not been so 
severe. The medical attendant made a diagnosis of mitral stenosis with cardiac 
decompensation. She improved sufficiently to be discharged after a_ thirty-six 
day stay in the hospital with rest in bed and treatment with tincture of digitalis 
and phenobarbital. 

Four days before her second admission a rash developed on the back of the 
neck and rapidly spread down the left arm and over the abdomen, thighs and 


Eruption on the third day after sulfanilamide medication was started, when 
most of the pustules had dried. 


legs. It was accompanied with slight itching. Examination of the skin revealed 
an eruption, generalized except for the face, but most intense on the trunk. The 
youngest lesions were pinhead-sized pustules clumped into herpetiform groups. 
The older lesions showed peripheral extension of the pustules to form larger 
circular patches with crusted and scaling centers which in many areas were 
oozing. On the abdomen these lesions had coalesced to cover the entire area 
with a diffuse crusted and scaling dermatitis. There were also scattered erythem- 
atous macules, especially over the buttocks, which did not show the pustular 
elements. The oral mucous membranes were not involved. 

The patient gave the general appearance of being rather sick. The heart was 
enlarged to the left, and a presystolic murmur was evident over the apex. The 
blood pressure was 100 systolic and 60 diastolic. Edema was present on the shins. 
The temperature was 100.4 F. The uterus appeared larger than normal for the 
sixth month of pregnancy. The laboratory findings on admission were 4,200,000 
red blood cells, 80 per cent hemoglobin and 12,300 white blood cells; urine 
normal; blood culture negative; nonprotein nitrogen content of the blood, 21 mg. 
urea, 10 mg., and sugar, 80 mg., per hundred cubic centimeters. The white blood 
cell count rose to 28,600 during the first week, while the hemoglobin concentra- 
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tion fell to 73 per cent, with 3,700,000 red blood cells. Roentgen examination 
of the chest three days after admission showed bronchopneumonia and cardiac 


enlargement. 

Treatment with sulfanilamide, 30 grains (1.94 Gm.) a day, was started on Nov. 
27, 1938. The eruption on the third day showed distinct evidence of improvement 
in that no new pustular lesions appeared and the pustular phase in general was 
less evident. The patient then went into premature labor and delivered twin girls 
whose skins were free from eruption. They both died within two hours after 
delivery. The placenta was normal. There was no exacerbation of the eruption 
after delivery, as is frequently reported with herpes gestationis. Improvement 
continued, all pustules having disappeared by the seventh day of sulfanilamide 
therapy, and the residual erythema and scaling cleared shortly afterward. In 
addition to sulfanilamide two intravenous injections of dextrose, phenobarbital 
and liver extract by mouth and calamine lotion locally were used. A troublesome 
cough persisted for a time, but the patient was discharged seventeen days after 
admission in good general condition, with the skin perfectly normal. 


COM MENT 


The morphologic features of this patient’s eruption conformed closely 
to Hebra’s impetigo herpetiformis in that the lesions were small primary 
pustules grouped in herpetiform patches which extended peripherally, 
leaving crusted and scaling areas in their wake. Itching was not out- 
standing. That these features are sufficient to constitute a clinical entity 
distinct from herpes gestationis is doubtful. The differences, as Pusey * 
stated, are largely those between varieties of one pathologic process 
rather than between diseases that are fundamentally different. 

Recovery from impetigo herpetiformis has been reported as following 
diverse therapeutic procedures, including blood transfusions ° and admin- 
istration of ovarian extracts ° and of vitamin D and parathyroid prep- 
arations,® and spontaneously ' after all therapeutic measures had failed. 
I add a case of rather spectacular recovery during sulfanilamide ther- 
apy. The recovery was complete before I had an opportunity to look up 
the recent literature and investigate the blood calcium level and the 
possibility of parathyroid disturbance. There was no clinical evidence 
of tetany. 


4. Pusey, W. A.: The Principles and Practice of Dermatology, New York, 
D. Appleton and Company, 1924, p. 300, 

5. Prokoptschuk and Baranowsky: Cure of Impetigo Herpetiformis of Hebra 
by Blood Transfusion, Dermat. Wehnschr. 96:66 (Jan. 14) 1933; abstracted, Arch. 
Dermat. & Syph. 27:839 (May) 1933. 

6. Buschke, A., and Boss, A.: Impetigo Herpetiformis Associated with 
Arthritic Changes, Dermat. Wchnschr. 93:1394 (Sept. 5) 1931; abstracted, Arch. 
Dermat. & Syph. 25:382 (Feb.) 1932. 
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IN TATTOOS 


REACTIONS 


JOHN F. MADDEN, M.D. 
ST. PAUL, MINN. 


Tattooing is an age-old and usually harmless practice. All tattoos 
are followed at once by edema, inflammation, exudation and crust 
formation. This original inflammation, caused by deposition of what- 
ever foreign substance is used to make the tattoo, subsides within three 
weeks. Late or persistent reactions must be relatively rare, consider- 
ing the number of patients seen in the clinics who have been tattooed. 

The older literature on tattooing is replete with examples of disease 
injected into the patient by the tattooer. Abramson! cited cases of 
leprosy, tuberculosis, syphilis and tetanus contracted from this source, 
and Wilde? noted erysipelas and chancroid in his report. In 1862 
Bercheron, according to Shie,* reported 43 cases, in 8 of which death 
occurred as a direct consequence of tattooing, in 8 others amputation 
was necessary, in 7 gangrene was present, in 25 severe infection and 
inflammation appeared and in 1 there was arteriovenous aneurysm. 
In 1881 La Cassagne recorded 9 cases of infection with syphilis in 
one day by a tattooer who had secondary syphilis with mucous patches 
in the mouth. The operator moistened his needle with saliva and 
tattooed spirochetes directly into the skin. 

Modern methods employing makeshift antisepsis are more satis- 
factory than those formerly used. Complications are said to be rare 
if the present day professional tattooer shaves the area to be tattooed, 
cleanses the skin with soap, water and alcohol and uses sterile needles 
and carefully mixed colors. 

The following cases are instances of unusual local reactions in 
tattoos. 


From the Ancker Hospital and the Division of Dermatology and Syphilology, 
University of Minnesota, Dr. H. E. Michelson, Director. 

1. Abramson, P. D.: Tattooing: A Brief Review of Its History, Pathology 
and Methods of Removal, New Orleans M. & S. J. 84:191-195 (Sept.) 1931. 

2. Wilde, A. G.: Vaccina Infected Tattoo: Case Report, New Orleans M. & 
S. J. 82:385-386 (Dec.) 1929. 

3. Shie, M. D.: A Study of Tattooing and Methods of Its Removal, J. A. 
M. A. 90:94-99 (Jan. 14) 1928. 
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REPORT OF CASES 

Case 1—Tumor Formation in Mercuric Sulfide (Cinnabar) Portion of Tattoo.— 
J. A. a white laborer aged 27, came to the Ancker Hospital in January 1938 for 
care of a tattoo on the flexor surface of his left forearm. He had been tattooed in 
July 1930. The day following the operation the entire tattooed area became 
elevated, inflamed and painful. The inflammation, edema and pain in the blue 
portion of the tattoo subsided in approximately three weeks. The red areas 
remained elevated, slightly crusted and moderately pruritic during the entire seven 
years that the tattoo had been present. The patient noticed no change in either 
the red or the blue portion after the pain had subsided at the end of the 


first few weeks. 


Fig. 1 (case 1).—Elevated nodules in the mercuric sulfide portion of the 
tattoo. The scar is at the site of a previously treated nodule. 


The Wassermann reaction of the blood was repeatedly negative. The Mantoux 
test gave a negative result. Roentgenograms of the lungs were normal. Urinalysis 
showed no abnormality. 

Histologic examination showed a severe chronic inflammatory reaction sharply 
limited to the red (mercuric sulfide) portion of the tattoo. There were slight 
hyperkeratosis, parakeratosis and moderate acanthosis in the epidermis. The 
infiltrate was dense and most noticeable about the particles of pigment in the 
lower portion of the corium. It was made up of lymphocytes, eosinophils and 
fibroblasts. The blood vessels were dilated and necrosis was not present. 

Application to the flexor surface of the right forearm of patch tests with 2 
per cent ammoniated mercury ointment, mild mercurous chloride, 1: 1,000 aqueous 
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solution of mercury bichloride and strong mercurial ointment U. S. P. produced 
an acute pruritic vesicular dermatitis at the end of forty-eight hours. A patch 
test with 2 per cent mercuric sulfide elicited no reaction at the end of forty-eight 
hours. The patient could not be persuaded to allow intracutaneous or other tests 
to be done. He was not aware of having applied or received mercury in any 
form previous to the tattooing. 

The nodules were excised during local anesthesia, and the wounds healed 
uneventfully, leaving a painless flat scar. 


Comment.—This case is similar to those reported by Unna,* Ballin® 
and Miiller,* in all of which the reaction was limited to the mercury- 


Fig. 2 (case 1).—Section under low power magnification, showing the dense, 
sharply limited infiltrate. Note continuation of the pigment (blue) without infil- 
trate on the right. 


treated portion of the tattoo. Unna’s patient was a man 63 years of age 
who had been tattooed in his youth. He acquired syphilis when over 40 
years of age and tolerated treatment with mercurial inunctions without 
reaction. At the age of 60 years he was treated for hemorrhoids with 


4. Unna, P.:  Quecksilberitherempfindlichkeit und Tatowierung, Arch. f. 
Dermat. u. Syph. 160: 153-155, 1930. 

5. Ballin, D. B.: Cutaneous Hypersensitivity to Mercury from Tattooing: 
Report of a Case, Arch. Dermat. & Syph. 27: 292-294 (Feb.) 1933. 

6. Miiller, O.: Ueber einen Fall von Hautgeschwulstbildungen auf dem Boden 
einer Tatowierung, Dermat. Wcehnschr. 106:6-8 (Jan. 1) 1938. 
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applications of mercury bichloride. A severe acute vesicular dermatitis 
developed in the perianal region and in the red portion of his old tattoo 
on the forearm. Patch tests with mercurial plaster produced a similar 
dermatitis. Miiller’s patient had elevated smooth shining hard nodules 
resembling keloids in the mercuric sulfide portion of a tattoo, Ballin’s 


patient showed pruritic oozing elevated nodules covered with crusts and 


vesicles in a tattoo which had been present and showed no reaction for 
two years. As in my case, patch tests with ammoniated mercury oint- 
ment and 1: 1,000 mercury bichloride produced strongly positive reac- 


Fig. 3 (case 1).—Section under high power magnification, showing infiltrate 
of lymphocytes and clumps of pigment. 


tions, while patch tests with mercuric sulfide showed no reaction. The 
histologic structure in Miller's, Ballin’s and my case was similar. These 
cases were all instances of hypersensitivity to mercury. 


Case 2—Sarcoid Reaction in a Tattoo—L. V., aged 27, a private patient of 
Dr. Henry E. Michelson, consulted him because of nodules which had appeared 
in a tattoo on his left forearm. The patient had been tattooed seven years before 
the nodules appeared. The lesions were asymptomatic and consisted of dark red 
elevated nodules covered with dry glistening skin. 

The Wassermann reaction of the blood was negative, and the patient stated 
that he had had no venereal infection to his knowledge. The Mantoux test gave a 


negative result. Roentgenograms of the lungs were normal. 
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Histologic examination showed moderate hyperkeratosis and a thin but other- 
wise normal epidermis. The corium and subcutaneous tissue showed round or 
oval clusters of epithelioid cells like those seen in sarcoid of Boeck. Small 
lymphocytes were scattered in and around the nests of epithelioid cells. Necrosis 


was not present. 
The patient was last seen in 1924; so further tests were impossible and the 


colors used in the tattoo were not remembered. 


Comment,—Brose ‘ demonstrated that all portions of tattoos are 
more sensitive to blows, rubbing and external mechanical stimuli than 
Belote* and others showed that tattoo alters the dis- 


normal skin. 


Fig. 4 (case 2).—Sarcoid-like nodules in tattoo. 


tribution of secondary syphilis. The lesions were accentuated in and 


around tattoos except in the red (mercuric sulfide) portion, where the 


protective influence of the mercuric ion was greater than the effect of 
It is gen- 


the foreign pigment in lowering the resistance of the area. 
erally agreed that tattoos produce an area of lowered cutaneous resist- 
ance. However, the mere deposit of pigment does not evoke one definite 


7. Brose: Neue Tatowierungsphiinomene, Dermat. Wehnschr. 84:461-463 


(April 2) 1927. 
8. Belote, G. H.: Tattoo and Syphilis, Arch. Dermat. & Syph, 18:200-209 


(Aug.) 1928. 
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Fig. 5 (case 2).—Section under low power magnification, showing closely 
packed nests of epithelioid cells. 


Fig. 6 (case 2).—Section under high power magnification, showing epithelioid 
cells and small lymphocytes. 
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type of pathologic change. The peculiarities of the patient, such as his 
allergic state and the kind of pigment, are important in determining the 
type of reaction in tattoos. 

SUMMARY 


Two types of reaction in tattoos are reported. In 1 case of hyper- 
sensitivity to mercury there was a banal inflammatory reaction, while 
in the other there was a sarcoid reaction. The peculiarities of the 
patient, such as his allergic state and the kind of pigment, are important 
in determining the type of reaction in tattoos. 


REPLACEMENT GRAFTS IN SURGICAL TREAT- 
MENT OF LUPUS VULGARIS 


LESTER HOLLANDER, M.D. 
AND 
JOSEPH M. SHELTON, M.D. 


PITTSBURGH 


Surgical excision is a well recognized treatment of lupus vulgaris. 
Andrews! stated that it is of foremost importance in the treatment of 
early lesions or other types for which the procedure is feasible. In 


spite of this, however, there are few reports of it in the dermatologic 


literature. 

We believe that the chief reason why excision is not discussed and 
is not practiced more frequently is the difficulty encountered in the repair 
of the site of excision. 

It is for the purpose of illustrating such repair that we present the 


following 3 cases: 
REPORT OF CASES 


Case 1—F. W., a youth aged 18, was first examined on June 17, 1937, on 
account of a brownish red scaly plaquelike area of chronic nodular inflammation 
measuring 4 by 2.5 cm. Brownish nodules of apple jelly consistency and areas of 
atrophy were scattered throughout the involved area. The lesion was of four years’ 
duration and was gradually enlarging. The diagnosis of lupus vulgaris was later 
confirmed by section. 

On June 30, the entire area was excised, and the wound was repaired with the 
use of a pedicle graft obtained from an area beneath the ramus. The schematic 
drawing (fig. 2) illustrates the various steps used in the repair. The procedure 
follows: 1. The diseased area is excised widely. 2. The edges are then undermined 
to increase the stretch of the walls of the resultant wound. 3. An area of skin 
somewhat smaller than the area excised is cut, and an elongated pedicle is prepared, 
the thickness of the graft and the pedicle being the entire thickness of the skin to 
the level of the subcutaneous tissue. 4. The edges of this wound also are under- 
mined for a considerable distance to permit easy approximation of the walls of 
the wound. 5. The graft is then sutured into position. 6. At the base of the pedicle 


From the Pittsburgh Skin and Cancer Foundation, Lester Hollander, M.D., 
Medical Director, 
1. Andrews, G. C.: Diseases of the Skin, ed. 2, Philadelphia, W. B. Saunders 


Company, 1938, p. 358. 
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graft repair. 


A B Cc 


Fig. 2 (case 1).—Schematic drawing illustrating the steps in the repair. In 4, 
the interrupted lines show the outline of the incision. B shows the pedicle graft 
sutured into position; the edges are undermined. C shows the complete line of 
sutures. 


WG 
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; Fig. 1 (case 1).—A, lesion of lupus vulgaris; B, site after removal and pedicle 
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a loose twist occurs. One must take care not to produce a constriction which 
may interfere with circulation. 7. The edges are now sewed all around with 
closely placed twisted silk sutures. 

All the sutures were removed in six days. The end result was satisfactory. 


Case 2—Mrs. A. S., a housewife aged 45, was first examined on May 11, 
1933, on account of a typical area of lupus vulgaris (5.5 by 6 cm.) affecting her 
left cheek, of twenty-six years’ duration. Some of the generally accepted forms 
of treatment were given a thorough and lengthy trial. These included:  salt- 
free diet, injections of tuberculin both away from and at the site of involvement 


Fig. 3 (case 2).—A, lesion of lupus vulgaris; B, pedicle graft and shift of 
skin; C, site after complete healing. 


Fig. 4 (case 2).—Schematic drawing illustrating the steps in the repair. In 
A, the interrupted lines show the outline of the incision. In B, the longitudinally 
shaded lines indicate where the skin was undermined, permitting the entire pedicle 
graft to be pulled upward (the arrow indicates the direction). C shows the com- 
pleted lines of sutures. 


and injections of sodium gold thiosulfate. After four years of conscientious treat- 
ment the lesion showed no signs of improvement. 

On Nov. 4, 1937, the lesion was widely excised and a pedicle graft was used 
to cover the wound. The schematic drawing (fig. 4) illustrates the steps followed in 
the repair. We wish to call attention to the following facts: 1. The lesion was 
widely excised. 2. The edges were undermined for a considerable distance. 3. 
The pedicle graft was obtained from the convenient double chin. 4. The graft 
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and pedicle were manipulated into position, and the edges were cut at angles to 
take care of the large repair needed. 5. The wide undermining of the skin per- 
mitted the pedicle graft to be put into proper position without any tension, 

The sutures were removed in seven days. The end result was satisfactory. 


B, site completely healed. 


Fig. 6 (case 3).—Schematic drawing illustrating the steps in the repair. In 
A, the interrupted lines show the outline of the incisions. In B, 1 represents 
a pedicle graft of loose skin from under the chin; 2, 3, 4 and 5 represent free full 
thickness grafts at four to five week intervals; 6 is a free eyelid graft. 


Case 3.—Mrs. J. D., a widow aged 67, was first examined on April 29, 1937, 
on account of extensive lupus vulgaris of the left side of the face, of forty-five 
years’ standing. The patient was suffering also from pulmonary and _ renal 
tuberculosis. 
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Four months’ trial of intravenous injections of sodium gold thiosulfate and a 
salt-free diet caused no change in the lesion. 

On Sept. 8, 1937, we resected the lower portion of the lesion and replaced 
the skin with a pedicle graft taken from the area under the chin. After that, on 
five different occasions a portion of the lesion was resected and the skin was 
replaced by the use of full thickness skin grafts taken from the chest (fig. 6). 

Although it seemed a bad surgical procedure to cut through tuberculous skin 
and place our sutures, through it, we found that this caused no difficulty. The 
end result in spite of all the handicaps was satisfactory. 


SUMMARY 


Three cases of lupus vulgaris presenting different problems from a 
surgical standpoint are reported, and the replacement operations are 
described. 
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Clinical Notes 


SYMMETRIC ERYTHEMA OF THE SOLES 


Puwaso J. Parkuurst, M.D., On10 


The case recently reported by Rost! was of interest to me on account of my 
experience with symmetric erythema (or symmetric lividities) of the soles. Rost 
made a diagnosis of dermatitis venenata due to chromic acid used in tanning the 
leather of slippers worn by the patient. He expressed the belief that this might 
have been the etiologic factor in cases previously described as instances of sym- 
metric erythema of the soles.? 

In the 2 cases which I reported a few years ago® and in those which I have 
observed since that time, the erythematous patches were sharply outlined, and 
their borders never corresponded with the shoe tops or the borders of the insoles. 
Hyperhidrosis was present in every case, and the erythematous patches always 
disappeared as soon as it had been checked by the use of astringents. There was 
no recurrence as long as the hyperhidrosis was kept in abeyance. The footwear 
was never changed. 

Therefore, I feel that symmetric erythema of the soles is a definite entity 
associated with hyperhidrosis and not a form of dermatitis venenata. Of course, 
one must always be alert to other possibilties in making the diagnosis. 


1. Rost, G. A.: Symmetric Erythema of the Soles, Arch. Dermat. & Syph. 


39:880 (May) 1939. 
2. Hitch, J. M., and Hansen, R. F.: Arch. Dermat. & Syph. 39:881 (Dec.) 


1938. 
3. Parkhurst, H. J.: Symmetrical Lividities of the Soles, Arch. Dermat. & 


Syph, 27:663 (April) 1933. 


SYRINGOCYSTADENOMA 


Jacop SKEER, M.D., BrooKLyN 


The following case is reported because of the exceptionally wide and unusual 
distribution and the resistance to roentgen therapy : 


REPORT OF A CASE 


R. Z., a white woman aged 22, born in Poland, was admitted to the dermato- 
logic clinic of the Jewish Hospital on Dec. 23, 1935, complaining of an eruption 
on the body. She had first noticed it about twelve years before, on the anterior 
surface of the neck and the upper part of the thorax. The lesions were not 
pruritic. In 1932 the patient had been at the Sea View Hospital, Staten Island, 
N. Y., because of tuberculosis of the upper lobe of the left lung. She had been 
receiving pneumothorax treatment on the left side for the past three years. 


From the Department of Dermatology and Syphilology, Jewish Hospital. 
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Examination showed numerous discrete irregular-shaped papular lesions, vary- 
ing in size from that of a pinhead to 3 mm. and slightly raised above the level of 
the skin. The color of the papules varied from pink to light brown. They were 
situated on the anterior surface of the neck, over the clavicles and shoulders and 
on the chest, especially over the sternum. There was a similar eruption in the 
axillas, extending on the inner aspect of the upper third of the arms and down 
the sides of the chest. There were a few scattered lesions on the abdomen. They 
were grouped and rather numerous in the groin. The eruption began in a straight 
line parallel to Poupart’s ligament and spread downward on the upper and inner 
surfaces of the thighs and on the hips. 

The Wassermann reaction of the blood was negative. 

The histologic report by Dr. David Satenstein follows: “Throughout the upper 
and the middle portion of the cutis there are many various-sized cell groups, some 
of them in the form of strands. They show mostly a central lumen lined by 
usually two layers of cuboidal cells. In the larger ones the cuboidal cells are 
flattened. The overlying epidermis shows shortening and broadening of the rete 
pegs. The diagnosis is syringocystadenoma.” 

Treatment..—An area 4 by 6 inches (10 by 15 cm.) over the sternum just below 
the sternal notch was selected for therapy and for comparison with untreated 
areas. On Jan. 30, 1936, she received roentgen therapy, 34 erythema dose (225 
roentgens). Subsequent therapy, % erythema dose (150 roentgens), was given on 
February 25 and March 10. She was observed on March 20, when there was no 
change in the condition. Examination on May 22 showed the.area treated to be 
somewhat flatter. A second course, of three treatments of % erythema dose (150 
roentgens), was given on May 25, June 8 and June 26. On August 21 the con- 
dition was unchanged. On September 11 the local area appeared to show a decided 
improvement. Since other areas remained the same, one must conclude that 
roentgen rays were of some benefit. Another series of roentgen treatments of: 
¥, erythema dose (150 roentgens) was given on October 13, 21 and 28. Although 
there seemed to be some improvement, the end results of roentgen therapy in this 
case were disappointing. The patient, who has been hospitalized for the last six 
months, states that many new lesions have appeared. The house physician observed 
that the lesions were still present on the sites heretofore described on Jan. 6, 1939. 


SUMMARY AND CONCLUSIONS 


1. A case of syringocystadenoma with unusually wide and uncommon distribu- 
tion is reported. 


2. Roentgen therapy was of little value as a curative agent. 


225 Eastern Parkway. 


1. Treatment was given by the Department of Roentgenology, Dr. Milton 
Wasch, Director. 
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News and Comment 


PHOTOGRAPHIC MEETING 


The ninth annual convention of the Biological Photographic Association will 
be held September 14 to 16 at the Mellon Institute for Industrial Research, 
Pittsburgh. The program will be of interest to scientific photographers, scientists 
who use photography as an aid in their work, teachers in the biologic fields, 
technical experts and serious amateurs. It will include discussions of motion 
picture and still photography, photomicrography, color and monochrome films and 
processing in the field of scientific illustrating. Up-to-date equipment will be 
shown in the technical exhibit, and the Print Salon will display the work ot many 
of the leading biologic photographers here and abroad. 


SIXIEME CONGRES DES DERMATOLOGISTS ET SYPHILI- 
GRAPHES DE LA LANGUE FRANCAISE 

The sixth congress of French-speaking dermatologists and syphilologists will 

be held Oct. 12 to 14, 1939, at l’Hopital Saint-Louis, Paris, France, under the 

presidency of Dr. G. Milian. The three scientific subjects included in the pro- 

gram are: (1) histamine in dermatology; (2) balanoposthitis, and (3) the agranu- 

locytoses in dermatovenereology. 


THE AMERICAN BOARD OF DERMATOLOGY 
AND SYPHILOLOGY 

The written examination of the American Board of Dermatology and Syphi- 

lology will be held in various large cities in the United States on Monday, Oct. 

9, 1939. The oral examination will be held in Philadelphia on Friday and Satur- 


day, November 3 and 4, 
Applications must be received by the secretary, Dr. C. Guy Lane, 416 Marlboro 


Street, Boston, not later than Sept. 1, 1939. 


CORRECTION 


In the article entitled “Blood Urticaria, Including a Contribution on Metallergic 
Genesis of Cold Urticaria,” which appeared in the June issue of the ARCHIVES 
(39:987, 1939) and which was written by Drs. Erich Urbach and Solomon 
Greenberg, the name of Dr. Friedrich Linneweh was erroneously inserted with 
the names of the authors. It should have been inserted, instead, in the second 
sentence, which should read: “In a recent article Linneweh considered the use 
of animal blood for the nutrition of the German people within the scope of the 


second four year plan.” 
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Obituaries 


RALPH AUGUSTINE McDONNELL, M.D. 
1868-1939 


Dr. Ralph A. McDonnell was born on Aug. 20, 1868, in Topsham, 
Maine, the son of Captain McDonnell, an officer of the regular army. 
Dr. McDonnell received the degree of Bachelor of Arts from Yale 
University in 1890. He obtained the degree of Doctor of Medicine 
from the same institution in 1892, winning the Campbell gold medal 
for highest marks in examinations. In 1892 to 1893 he took post- 
graduate work in dermatology in Berlin, Germany, Vienna, Austria, and 
Paris, France. From 1893 to the time of his death he practiced his 
specialty in New Haven, Conn. 

Dr. McDonnell held high positions in his chosen field. He served 
as clinical professor of dermatology in the Yale University School ot 
Medicine from 1902 to 1920, since which time he had been emeritus 
professor. He served for many years as chief of the dermatologic clinic 
of the New Haven Hospital, and since 1914 he had been dermatologist 
to the New Haven Hospital. In 1914 he was elected a member of the 
American Dermatological Association, resigning his membership a few 
years later. He was a past president of the New Haven Medical Asso- 
ciation and of the Yale Medical Alumni Association and was a member 
of the American Academy of Dermatology and Syphiiology. 

Dr. McDonnell was extremely interested in the work of organized 
medicine, his activity being recognized by his election as president of 
the New Haven County Medical Society in 1906 and as president of 
the Connecticut State Medical Society in 1933. 

He was a member of the Connecticut Academy of Arts and Sciences 
and the American Geographical Society and was a Thirty-Second Degree 
Mason. He traveled extensively over different parts of the world. He 
had decided executive ability, and his delightful personality made him 
many friends. 

Dr. McDonnell began work with roentgen rays in 1903 and suffered 
injuries which eventually caused his death. He is survived by his widow 
and three sons, one of whom, Dr. Ralph E. McDonnell, is now head 
of the department of dermatology at the Yale University School of 
Medicine. H. F. 
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Correspondence 


FAMILIAL BENIGN CHRONIC PEMPHIGUS 


To the Editor:—In a recent issue of the ARrcHIvEs (89:679 [April] 1939), 
Drs. Howard Hailey and Hugh Hailey presented a report of 4 cases under the 
designation “familial benign chronic pemphigus.” They expressed the belief that 
this is a dermatologic entity heretofore undescribed. 

The first 2 patients were brothers, and the eruption of both was chronic, 
recurring and limited to the neck, being sometimes bilateral and sometimes uni- 
lateral. The lesions were pruritic and began as “blisters,” which came on in 
attacks, new ones frequently appearing while old ones were regressing. The same 
features were shown by the other 2 patients, also brothers (observed by Dr. J. 
Richard Allison), except that the lesions appeared about the axillary folds, groins, 
legs and body. The condition in all 4 cases was unaccompanied with constitutional 
signs or symptoms. 

The authors described the eruption in their cases as consisting of sharply mar- 
ginated amber-colored crusts giving the impression of ruptured flaccid bullous 
impetigo. They also noted from their histologic studies of the lesions that “the 
most prominent feature is the formation of intraepidermal vesicles and bullae.” 

Apparently on the basis of the aforementioned data, they arrived at the con- 
clusion that in these 4 cases they were dealing with an unusual chronic pemphigoid 
eruption of a familial benign type. ‘ 

The article in question includes clinical photographs and photomicrographs. 
A study of these permits certain questions to be raised with regard to the correct 
appraisal of the lesions. The histologic picture showed moderate acanthosis, with 
thickening and separation of the horny layer. The rete pegs were elongated, 
broadened and slightly branching, with corresponding elongation and narrowing of 
the papillary bodies. There were suggestive slight hyperplasia of the basal cells 
and disruption of the acanthotic rete layer just above the basal layer of cells, 
with resultant fissuration and lacuna formation. In the upper portion of the rete 
in one section vacuolation and various-sized areas of intraepidermal vesiculation 
were seen. A bridge of prickle cells separated the lacunas below from the vesicular 
spaces above. There were apparently numbers of epidermal cellular elements, 
singly and in groups lying free in the lacunar spaces. Cells of inflammation may 
also have been present, but no description of them was given by the authors. It 
would seem from their observations, as pictured in the photographs, together with 
some slightly revealing features in the clinical photographs, that the lesions, care- 
fully analyzed, consisted of papular elements, the nature of which should be taken 
into consideration in an estimate of the type of disease process. 

I do not wish to be overcritical; rather, being intensely interested in the 
subject matter embodied in the article by Hailey and Hailey, I wish to enlist 
their cooperation in clearly visualizing the eruption presented by their patients 
through the means which they supply in their photographs. I think the authors 
will agree that a strictly pemphigoid eruption is essentially inflammatory, the 
products of inflammation arising from the cutis and expressing themselves in fluid 
which disrupts a primarily normal and unchanged epidermis to form vesicles or 
bullae. The authors themselves stated in their histologic description that. 
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sections showed in addition to “intraepidermal vesicles and bullae” a dyskera- 
tosis and a hyperkeratosis with separation of the outer layers of the epidermis 
from the stratum granulosum. It is therefore obvious by their own statement 
that there were changes in the epidermis which should have been given equal 
weight with the formation of vesicles and bullae in arriving at a complete diag- 
nosis. They gave further emphasis to the matter of the primary disturbance of 
the epidermal layer in their cases by the statement that “the basal cell layer 
remains attached to the cutis” and by the succinct remark with respect to the 
cutis, in which there was a “moderate lymphocytic infiltration.” 

In a recent article Dr. I. R. Pels and I (Criteria for the Histologic Diagnosis 
of Keratosis Follicularis [Darier]: Report of a Case with Vesiculation, Arcu. 
Dermat. & SypuH. 39:438 [March] 1939) reported our studies of a patient who 
suffered from a dermatosis with features apparently similar to those described by 
Drs. Hailey and Hailey. We thoroughly reviewed the literature on Darier’s 
disease with special reference to the question of moisture in the lesions of this 
disease. Our patient presented clinically frank vesicles and bullae recurrently for 
many years, but by all criteria we were obliged to consider them a complication 
of the fundamental epidermal changes which gave the condition the character of 
Darier’s disease. Dr. Pels and I, like Drs. Hailey, were at first profoundly 
impressed by a picture of vesicle and bulla formation, which, taken together with 
the history, seemed to be at least that of an unusual type of pemphigus, if not an 
altogether new and undescribed one. But detailed analysis clinically and histo- 
logically proved—to us at least—beyond doubt that our case was one of Darier’s 
disease. 

Thus, I respectfully desire to state my belief that the data presented by Drs. 
Hailey with regard to their 4 cases, together with the study afforded by the 
photographs accompanying their article, lead inescapably to the conclusion that 
they were dealing with Darier’s disease of the rare vesicular and bullous type 
described by Dr. Pels and me in the aforementioned article. All the features 


which they described for their cases—namely, chronicity, familial occurrence, 
benignancy, seborrheic distribution of the lesions and the histologic features 
aforementioned—should maintain this diagnosis. 


M. H. Goopman, M.D., Baltimore. 


401 Medical Arts Building. 
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Abstracts from Current Literature 


PRENATAL SYPHILIS IN ONE oF Twins. U. J. Wize and D. G. Wetton, Am, J 
Syph., Gonor. & Ven. Dis. 22:544 (Sept.) 1938. j 
A case of congenital (“prenatal”) syphilis in one of fraternal twins is presented, 
Complete clinical and laboratory studies of the other twin failed to reveal any 
evidence of syphilis. The possible mechanisms of this phenomenon are discussed 
and the literature on the subject is reviewed. 


PREVENTION AND TREATMENT OF NEUROSPHILIS BY COMBINED ARTIFICIAL FEveER 
AND CHEMOTHERAPY. A. E. BENNETT and M. D. Lewis, Am. J. Syph., Gonor. 
& Ven. Dis. 22:593 (Sept.) 1938. 


Results of treatment in 72 cases of asymptomatic and clinical neurosyphilis are 
reported. Additional evidence is presented of the value of combined therapy with 
artificial fever and chemicals for resistant asymptomatic neurosyphilis, as well as 
for severe clinical neurosyphilis. With the proper dissemination of the present 
knowledge of syphilis, most of the late manifestations could be prevented. 


Acgurrep SyPHILis oF INFANCY AND CHILDHOOD. J. R. Waucu, Am. J. Syph,, 
Gonor. & Ven. Dis. 22:607 (Sept.) 1938. 


The histories of 35 infants and children with acquired syphilis are presented. 
The age of 24 of the children varied from 5 months to 11 years. Twenty-one 
infants and children undoubtedly acquired syphilis through intimate family contact. 
Two acquired syphilis definitely through sexual contact and 1 probably through 
sexual contact. Eleven children from 12 to 14 years of age acquired syphilis 
through sexual intercourse. Ten of them were sexual delinquents. 


CHOICE oF BisMUTH PREPARATION. H. N. Core and others, Am. J. Syph., Gonor. 
& Ven. Dis. 23:143 (March) 1939. 


It is probable that all the bismuth products listed in New and Nonofficial 
Remedies are therapeutically efficient; that therapeutic efficiency may be roughly 
judged by the rate of the absorption and urinary excretion (as a measure of the 
bismuth concentration in the blood), and that a preparation which furnishes a more 
or less continuous daily excretion of from 2 to 4 mg. or more of bismuth is 
potentially a valuable antisyphilitic agent. In general, water-scluble or glycol- 
soluble bismuth preparations provide a rapid bismuth effect but must be injected 
at least twice to thrice weekly. Oil-soluble products provide a slower effect and 
must be given every five to seven days. Products insoluble in oil suspension 
provide a slowly developing but long-sustained effect and should be given once 


weekly. 


TREPONEMICIDAL ACTIVITY OF ARSPHENAMINE AND NEOARSPHENAMINE IN VITRO 
WITH SPECIAL REFERENCE TO CITRATED BLOOD AND SUGGESTED METHOD FOR 
PREVENTION OF TRANSFUSION SypPuHitis. C. C. Kast, C. W. Perrerson and 
J. A. Kormer, Am. J. Syph., Gonor. & Ven. Dis. 28:150 (March) 1939. 


The authors have demonstrated the high spirocheticidal activity of arsphenamine 
and neoarsphenamine for virulent Spirochaeta pallida in vitro in saline solution, in 
serum and in citrated blood. On this basis it is advised, for the prevention of 
transfusion syphilis, to add either compound to citrated human blood in a final 
dilution of 1: 10,000 for spirocheticidal effect whenever the donor is suspected of 
having syphilis. Ill effects have not been observed. A practical technic 's 


described. 
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AcouIRED SYPHILIS IN CHILDREN. 
Ven. Dis. 23:165 (March) 1939. 


Acquired syphilis in children is seen infrequently. Only 45 cases of early 
acquired syphilis in children under 11 years were observed over a period of seven- 
teen years at the Johns Hopkins Hospital. Ninety cases were observed among 
children 11 to 15 years of age. In the entire group the disease was acquired by 
attempted sexual intercourse in 43; kissing in 15; household contact in 14 and 
transfusion in 9. The source in 44 cases was unknown. 

Twice the number of girls as boys were affected. The clinical characteristics 
are those of acquired syphilis in adults. Treatment produced satisfactory clinical 
and serologic results. Casual contact, even with a person with active syphilis, 
rarely results in infection of the child, but there is considerable risk when the 
contact is intimate, as between young children and their mother. 


F. R. Smiru Jr., Am. J. Syph., Gonor. & 


ACETARSONE ORALLY IN TREATMENT OF ACQUIRED SYPHILIS IN Aputts. H. M. 
Rosinson and H. M. Rosinson Jr., Am. J. Syph., Gonor. & Ven. Dis. 23: 
188 (March) 1939. 


The authors condemn acetarsone as a iaiianti drug and believe it is contra- 
indicated in the treatment of syphilis, especially when self administered. It required 
at least 2 Gm. of the drug in one dose to cause disappearance of Spirochaeta pallida 
from surface lesions within twenty-four hours. In only 4 of 25 cases of early 
syphilis did the serologic tests for syphilis become negative. Of importance was 
the fact that in 37.5 per cent of cases more or less severe reactions developed. 


Reuter, Milwaukee. 


TrraL Stupy oF 1,800 Cases or SypnHitis INFECTED Twenty Years Aco. F. S. 
Burke and M. Parks, Canad. M. A. J. 39:145 (Aug.) 1938. 


During the World War the routine treatment of syphilis carried out by the 
Canadian army medical corps consisted of one cr more courses of six or seven 
injections of an arsenical compound and a similar number or more of a mercurial. 
Burke and Parks have consulted records of special hospitals, oversea documents, 
files and other departmental records in order to evaluate the effect of this treatment 
after twenty years. In an analysis of 1,800 cases it was noted that 87 per cent 
were instances of fresh infection. In 68 per cent of cases, only one course of 
treatment was administered; in 19 per cent, two courses; in 8 per cent, three 
courses, and in a few from four to six courses. The number of instances cf 
sequelae was determined to be 114 (6.3 per cent). The most frequent site of 
involvement was the nervous system (52 per cent of all sequelae). The next com- 
monest site was the eye (19 per cent); the remainder of sequelae were scattered 
through the other systems. There were only 19 deaths (1 per cent) attributed to 
the syphilitic infection, The lack of evidence of sequelae twenty years after infec- 
tions is thought by Burke and Parks to indicate that a certain amount of resistance 
to the ravages of syphilis is probably developing in the white man. 


Curonic AcNE Vutcarts (INDURATA) IN MippLe-Acep Women. A. H. Prete, 
Canad. M. A. J. 39:171 (Aug.) 1938. 


A woman of 38 had severe acne indurata, which was always worse at the time 
of menstruation. Pirie administered roentgen rays to produce an artificial meno- 
pause. The lesions all promptly involuted but later there was a recurrence. This 
was treated by roentgen rays directed to the affected skin, and a cure resulted. 


Sxin Diseases 1n Cuitpren. H. A. Drxon, Canad. M. A. J. $39:261 (Sept.) 1938. 


The incidence of the various cutaneous diseases in children seen in the dermato- 
logic clinic at the Hospital for Sick Children, Toronto, Canada, is reviewed by 
Dixon. Impetigo contagiosa was seen most frequently (18 per cent) and was found 
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to be more prevalent during the winter. Eczema (14 per cent) was the second 
commonest disease, (Since some patients with eczema went to the medical clinic 
the figure given is too low.) For the third disease, dermatitis venenata (9 per cent), 
the cause was frequently found to be saliva, wool, soap, wet clothing, dyes, bleaches 
and new clothes. The order of frequency of the next six diseases was as follows: 
scabies (8 per cent), verrucae (8 per cent), hemangioma (7 per cent), dermato- 
phytosis (3 per cent), tinea capitis (3 per cent) and pityriasis rosea (1 per cent), 


SYPHILOPHOBIA AND ALLIED Anxiety States. F. E, Cormia, Canad. M. A, J, 


39:361 Oct. 1938. 
Cormia cites illustrative cases of syphilophobia. He found it convenient to 
classify the patients in the three following groups: (1) those without syphilis, (2) 
those with pseudosyphilis or questionable syphilis and (3) those with unquestionable 
syphilis. The prevention of syphilophobia should be attempted by the education 
; of the public; frankness and tact in handling patients with syphilis is the duty of 
the physician. Cure of the patient with syphilophobia may be difficult. A thorough 

physical examination, serologic tests, analysis of the individual patient's complaints 
and repeated reassurance may finally bring about a favorable response. 


H. H. Hepsurn, Canad. M. A. J. 39:449 (Noy.) 


Risk OF SPINAL PUNCTURE. 
1938. 

Hepburn believes the danger of spinal puncture in the presence of increased 
intracranial pressure has been overestimated. The records of the University of 
Alberta Hospital, Edmonton, Alberta, Canada, disclose that during the past six 
years only 3 patients died on the same day that spinal puncture was performed, 
The diagnoses were brain tumor, intracranial aneurysm and abscess of the occipital 
lobe. During 1936 and 1937, 25 patients with intracranial tumor and encephalitis, 
all with papilledema, were subjected to spinal tap previous to operation. Hepburn 
did not observe any instance of harm because of this routine. 
Lewis, New York. 


INVESTIGATION OF EtTIoLocy oF PEMPHIGUS VULGARIS: ISOLATION OF TRANS- 
MISSIBLE AGENT FROM FourtH CASE OF DISEASE. ARTHUR W. Grace and 
Fiorence H. Suskrnp, J. Invest. Dermat. 2:1 (Feb.) 1939. 


Grace and Suskind describe the isolaticn of a transmissible agent in their fourth 
case of pemphigus. Sterile fluid was obtained from nine bullae. It was possible 
to transmit fluids from one bulla through four passages in mouse brains. 
of illness similar to those of the patient appeared in the animals, and intracellular 
bodies were found in the mouse brain similar to these noted after use of another 


strain in a previous experiment. 


Signs 


INFLUENCE OF ESTROGENIC SUBSTANCES ON SKIN: ABSORPTION OF KETOHY- 
DROXYESTRIN THROUGH SKIN. Harry Leonarp Baer, J. Invest. Dermat. 2: 


15 (Feb.) 1939. 

Estrogenic material, ketohydroxyestrin, obtained from the urine of pregnant 
mares, in an oily vehicle, was applied daily to the skin of spayed albino rats. There 
was sufficient absorption of this estrogenic substance through the skin to produce 
estrus. The length of time necessary to establish estrus varied with the quantity 
of material employed. The likelihood of estrus being due to ingestion rather 
than to cutaneous absorption of the estrogenic substance was not regarded as a 


significant factor of error. 
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DANDRUFF AND SEBORRHEA: F Lora oF Face, AND FuRTHER STUDIES ON FLORA OF 
ScaLp. M. MacKer, Grorce M. Lewis, M. PINKERTON 
and Mary E. Hopper, J. Invest. Dermat. 2:31 (Feb.) 1939, 


A bacteriologic study was made of the flora of the skin of the face of 133 
normal and diseased persons on whem a similar study of the scalp had previously 
been made. 

The most common micro-organisms found in scrapings from the skin were 
Corynebacterium acnes, Pityrosporum ovale, Staphylococcus epidermidis and the 
scurf staphylococci. C. acnes and Staph. epidermidis were of slightly higher inci- 
dence in material expressed from the nose than in that from the surface of the 
nose and the scalp, and P. ovale was found more frequently in the superficial scales. 
After 50 years of age patients showed a lowered incidence of all micro-organisms 
except Staph. epidermidis and P. ovale. No correlation could be established between 
excessive oiliness of the scalp and the skin of the same person. Pathogenic 
organisms were rare. Likewise, few fungi were found, and these were of air-borne 
variety. 


PHOTOALLERGY AND PRIMARY PHOTOSENSITIVITY TO SULFANILAMIDE. STEPHAN 
Epstein, J. Invest. Dermat. 2:43 (April) 1939. 


Sulfanilamide was injected intracutaneously and an erythema dose of ultraviolet 
radiation applied at the site of injection. Two types of cutaneous reaction were 
observed. All subjects showed the first type of reaction, a primary photosensitivity 
(photodynamic reaction). This reaction appeared after from one to twenty-four 
hours as an area of increased erythema at the site of injection and lasted several 
days, with eventual pigmentation. 

In 2 cases a different type of reaction appeared: On the tenth day an inflam- 
matory urticarial reaction with intense pruritus developed spontaneously at the site 
of the primary reaction and lasted ten to fourteen days. With subsequent injections 
a similar type cf spontaneous inflammatory urticarial reaction was produced, but 
ten to twenty-four hours after the test rather than in ten days. The 2 patients 
were considered sensitized to some substance produced by the effect of the irradia- 
tion on the sulfanilamide. This second type of reaction was termed allergic photo- 
sensitivity (photoallergy). It was suggested that such a photoallergic phencmenon 
may have a part in and may help to understand the mechanism existing in other 
diseases in which photosensitivity plays a part. 


CuTANEOUS HYPERSENSITIVITY TO PROCAINE ANESTHETICS: CORRELATION OF 
HYPERSENSITIVITY WITH CHEMICAL StructuRE. M. H. Goopman, J. Invest. 
Dermat. 2:53 (April) 1939. 


A case of hypersensitivity of the skin to procaine was studied. Drops of 1 per 
cent procaine hydrochloride solution in the eye produced a contact dermatitis of 
the skin surrounding the eye, but no accompanying conjunctivitis. Sensitivity of 
the mucous membrane could not be demonstrated by any of the studies made. 

Patch tests were performed with various types of local anesthetics and with 
other structurally related drugs. It was shown that the offending factor was 
probably not the simple heretofore suspected benzene nucleus, but that this patient 
had a specific hypersensitivity to the complete substituted aniline base which con- 
stitutes the nucleus of anesthetics of the procaine and paraaminobenzoic acid type. 


MEASUREMENT OF fu OF SKIN Surrace. I. TecHnigue; II. pa or Exposep 
SurFAces oF ADULT witH No AppaRENT SKIN Lesions. Irvin H. BLANK, 
J. Invest. Dermat. 2:67 and 75 (April) 1939. 


The pa of the normal cutaneous surface was determined with a glass electrode 
and a vacuum tube potentiometer. It was found that the fu of the skin is unaltered 
by contact with unbuffered solutions which are neither strongly acid nor basic. 
Likewise contact with well buffered solutions did not alter the pu. The pu of 
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exposed areas varied from 4 to 7, most of the readings being between 4.2 and 5.6, 
There was more variation for females than for males, the average pu for females 
being 0.5 higher than that for males. The extensor surfaces of the arms were 
found to be more alkaline than the flexor surfaces, with the antecubital fossa being 
the most acid area on the arm. 

Davis, Nashville, Tenn. 


Horny LicHenow “Aurive” oF Psortasic APPEARANCE. J. MARGAROT, A. PLac- 
Niot and H. L. Gurpert, Ann. de dermat. et syph. 6:916 (Oct.) 1935. 


A patient receiving a gold preparation had an eruption which on close inspection 
resembled lichen planus verrucosus but 10 feet away looked like psoriasis. The 
eruptive character and hematogenous origin of the lesions were proved by their 
mode of appearance, generalization and distribution. The eruption could therefore 
be interpreted only as a horny hypertrophic hematogenous lichen in the nature 
of an “auride.” The clinical appearance of the lesions resembled that of lichen 
verrucosus; the histologic structure connected them more directly with giant 
lichenification, but the eruptive character, subacute evolution and terminal pig- 
mentation were those of ordinary lichen planus. Thus, much anatomicoclinical 
precision is necessary in the diagnosis of eruptions due to gold therapy. 


Stupy oF CUTANEOUS-ARTICULAR SYNDROMES. J. BEJARANO and J. Gémez 
OrBANEJA, Ann. de dermat. et syph. 6:994 (Nov.) 1935. 


Presenting a patient who was afflicted with both arthropathic psoriasis and 
gonococcic keratoderma, the authors discuss the relation between articular infec- 
tions and the parakeratotic diathesis. When seen by the authors the man, aged 
31, presented a cutaneous-articular syndrome which, together with the clinical 
history, justified two diagnoses: (1) arthropathic psoriasis, in favor of which were 
the morphologic symptoms, intermittent development, definite establishment of 
articular alterations and inefficacy of treatment; (2) keratoderma blennorrhagicum, 
supported only by the fact that the history established the existence of a gono- 
coccic infection. Is there a place in dermatologic nosology for articular processes 
existing simultaneously with a cutaneous condition of the type of parakeratosis? 
This case raises the question whether these syndromes are specific and independent. 
The specific features of arthropathic psoriasis are the cutaneous lesions, a vasculo- 
exudative process modified by the formation of keratin and an articular process 
which has no specific characteristics. Consideration of the causation and patho- 
genesis of gonococcic keratoderma raises the same questions as similar considera- 
tion of psoriasis, and a comparative description of the two diseases leads to the 
conclusion that there is an identity between the cutaneous and the articular lesions 
as far as pathogenesis and anatomic alterations are concerned. The cutaneous 
process may be compared to that developing in the muscles and joints. Agents 
producing the syndrome act by way of the capillaries on the connective tissue, 
and reaction of this tissue gives rise to the morbid picture. Thus, the simultaneous 
presence of articular and cutaneous changes may be explained. 


PIGMENTATION OF Petapic Patcues. F. Worincer and R. Ann. de dermat. 

et syph. 6:1016 (Nov.) 1935. 

These authors think there is a definite relation between alopecia areata and 
the endocrine glands, for in their work on pigmentation in the peladic area they 
found the epidermis normal, containing melanin as abundantly as in normal hair- 
covered skin. But they found serious pigmentary disturbance of the hair bulbs, 
recognized clinically through the postpeladic achromic hair and histologically evi- 
dent in the diminution or complete absence of melanin in the matrix of the bulb. 
By the dopa test it was ascertained that the pigmentary disturbance of pelade is 
localized in the hair apparatus. Sabouraud, Gans and others have claimed that 
there is epidermal depigmentation in the peladic patch, therefore arguing that the 
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disease has a simultaneous action on the hair bulbs and the epidermis—in other 
words, that alopecia areata is a primary involvement of hairy skin. But the work 
of Woringer and Thée tends to show that there is normal pigmentation in the 
epidermal peladic patches. It would therefore appear that the peladic process 
primarily attacks the region of the hair bulbs, having no affinity for the epidermis. 
Thus, alopecia areata is chiefly, if not a disease of the hair, at least a condition 
localized in the dermis in the immediate neighborhood of the hair bulbs, which in 
any case represents the center of attack of the peladic process. 


HIsTtoGENETIC AND CLINICAL CONSIDERATIONS OF CUTANEOUS EPITHELIOMAS 
ORIGINATING IN SWEAT GLANDS. FRANCO FLARER, Ann. de dermat. et syph. 
6:1071 (Dec.) 1935. 


Four epitheliomas originating in sweat glands are described. Malignant 
growths of this type are rather rare. One was situated in the right nipple of a 
woman aged 63. This was destroyed by electrocoagulation. Another was located 
on the left cheek of an old woman who had numerous keratoses scattered over 
the nose and cheeks; this lesion was excised., The third, on the forehead of a 
man, was also excised. The fourth was in the upper lip of a woman aged 50. 
According to Flarer, histologic study of such lesions should include the structural 
characteristics of the neoplastic cells, the behavior of the covering epithelium and 
the relations between epitheliomas arising from sweat glands and those arising 
from the epidermis. The morphologic possibilities are varied, ranging from 
tubular adenomatous to squamous cell carcinomatous and cornified formations. 


Ganpby, Houston, Texas. 


EXPERIMENTS IN IMMUNIZATION BY APPLICATION OF TYPHOID VACCINE TO 
SCARIFIED SKIN SURFACE (JENNERIZATION): II. O. Or, Acta dermat. 31:1 
(Feb.) 1938. 


By means of so-called jennerization, i. ¢., application of typhoid vaccine to the 
scarified cutaneous surface, immunity was obtained with a vaccine containing 
100 mg. of bacilli in 1 cc. of suspension. The agglutination titer reached its 
maximum two to three weeks after the jennerization, persisted at this level for 
one to two weeks and then gradually decreased in strength. With two inoculations 
at an interval of one week agglutination titers of 400 to 800 or more were obtained 
by cross scarification, while with the netlike scarification always a titer of 800 or 
more was obtained. No disagreeable by-effects were noted. Decided formation 
of agglutinin against paratyphoid B bacillus was simultaneously produced but 
almost none against paratyphoid A. 


EXPERIMENTS IN IMMUNIZATION BY APPLICATION OF TYPHOID VACCINE TO ScarI- 


FIED SKIN SURFACE (JENNERIZATION): III. O. Or, Acta dermat. 31:21 
(Feb.) 1938, 


Two jennerizations with the fluid portion of the typhoid vaccine or with the 
sediment of a vaccine containing 100 or 50 mg. of bacilli per cubic centimeter of 
suspension produced a decided immunization effect. With the vaccine of stronger 
concentration better antibody formation was obtained, but only when the liquid 
portion was used. When the sediment of the vaccine was employed there was no 
difference in agglutination between vaccines of different concentrations. 


Broom, New York. 


SENSITIVENESS AND SPECIFICITY OF BorpET-WASSERMANN-REACTION (M@rcH) 


AND Kaun’s STANDARD-REAcTION. P. Krac, Acta dermat.-venereol. 19:510 
(Oct.) 1938. 


M@¢rch’s modification of the Bordet-Wassermann test is described. The relation 
between the results of the Wassermann and the Kahn test is discussed. The 
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Wassermann test is more sensitive for early disease, and the Kahn test for olq 
treated syphilis. Absolute specificity does not exist. When the reaction is weakly 
positive the Kahn test is less specific than the Wassermann test; with strongly 
positive reactions the specificity is the same for both tests. 


OCCURRENCE OF STRONG NONSPECIFIC WASSERMANN-KAHN REACTION. P. Krag 
and A. L@nperc, Acta dermat.-venereol. 19:612 (Dec.) 1938. 


A report is given on 53 cases of nonspecific serclogic reaction. Disease of the 
respiratory organs is the most frequent cause. The reaction may persist during 
convalescence after a brief febrile illness, and in such cases it might be misleading. 
When a nonspecific reaction occurs in a case of herpes genitalis or tonsillitis, the 
danger of an erroneous diagnosis cf early syphilis is evident. The authors discuss 
the possible explanation of a strongly positive but spontaneously subsiding sero- 
reaction. The importance of the use of several serologic tests is stressed. 


ASTRACHAN, New York. 
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‘ 
NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


EuceNne F. Traus, M.D., Chairman 
Jan. 3, 1939 


Louis Tuttpan, M.D., Secretary 


A Case for Diagnosis (Nevus? Purpura Annularis Telangiectodes of 
Majocchi?). Presented by Dr. PAu Gross. 


Z. S., a man aged 33, born on Cyprus Island (presented for Dr. Helen O. 
Curth from the Hospital for Joint Diseases), has a unilateral eruption of thirteen 
years’ duration involving the left lower extremity, left buttock, left inguinal region 
and left side of the abdomen and chest. No other members of his family are 
affected in this way. The eruption started on the left leg and gradually spread 
upward, involving almost the entire left lower extremity. More recently it has 
appeared on the left flank and left side of the chest. The previous history is 
otherwise irrelevant except for an operation in 1938 for varicocele on the left. 

Examination shows the condition to be strictly confined to the left side of the 
body. It starts about 6 cm. above the left ankle, involves the lateral and the 
posterior aspect of the leg, knee, thigh and buttock. It consists of more or less 
confluent retiform brownish macules on the extremity. The lesions on the trunk 
have a linear arrangement. Superficial atrophy, a few telangiectases and scaling 
are seen in places. The patient exhibits considerable scarring on the lateral aspect 
of the leg, due to scratching caused by violent itching at the time of onset. Itching 
at present is moderate. However, the patient complains of more pronounced 
itching of some new erythematous lesions on the anterior aspect of the leg. The 
mucous membranes are not involved. 

Examination for tinea gave negative results. Urinalysis showed a faint trace 
of albumin and no sugar. The Wassermann and the Kahn test were negative. 
A blood count showed 15 Gm. of hemoglobin, 4,960,000 red cells and 8,300 white 
cells, with a differential count of 63 per cent segmented neutrophils, 35 per cent 
lymphocytes and 2 per cent eosinophils. Histologic examination of a lesion from 
the thigh showed the epidermis to be hyperpigmented and slightly hyperkeratotic. 
The upper part of the corium was slightly edematous and very cellular, with a 
definite increase of fibroblasts. Some ectatic vessels were seen, There was definite 
thickening of some of the smaller blood vessels, with perivascular mononuclear 
infiltration. 

DISCUSSION 


Dr. Frep Wise: I think this condition is a unilateral pigmented verrucous 
nevus, 

Dr. Frank C. Comses: I agree with Dr. Wise’s diagnosis of nevus. 

Dr. Max ScHEER: My interpretation of the histologic picture was that the 
condition is inflammatory and not a nevus. Clinically also it looks inflammatory. 
Only the distribution and the duration suggest a nevus. As far as purpura 
annularis telangiectodes is concerned, I see no evidence of that disease. 


281 


4 
iy 
if 
ie 
=) 
a2 
= 


282 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. R. H. Rutison: I think this case is one of nevus, considerably irritated 
because of the pruritus and scratching. 

Dr. E. Witt1AM AsrAMowiTz: I also agree with the diagnosis of nevoid 
eruption, but I should like to see congo red injected into the skin to exclude the 
possibility of amyloidosis. 

Dr. T. J. RiorpaAn: From the histologic report I should say that Dr. Scheer 
is correct. The description sounds more like that of an inflammatory process, but the 
cells are not described. Their description might furnish some lead as to whether 
this condition is a nevus. However, as it stands, I do not think it is a nevus. 

Dr. EuGene Travucott Bernstein: I favor the diagnosis of naevus unilateralis, 
first because of the distribution, which follows the nerve segments, and second 
because of the patchy deep infiltration. The slightly inflammatory appearance js 
due, of course, to secondary irritation. The part involving the thigh is charac- 
teristic of naevus unilateralis. 

Dr. HerMAN GoopMAN: The diagnosis of dermatitis linearis appeals to me 
most. There are cases in which the lesions are so like naevus unilateralis as to 
confuse physicians who examine hastily. These lesions appear, stay for some time 
and then disappear. There is every reason to believe they are inflammatory. There 
is no reason to insist that the condition is a nevus from the histologic study. 

Dr. Latrp S. VAN Dyck: I believe this is a linear lichenoid nevus. 

Dr. Frep Wise: The presence of inflammation does not detract from the 
diagnosis of nevus. The lichen planus-like nevus is inflammatory, as is naevus 
comedonicus. The point in favor of nevus in this case is the circinate lesions on 
the chest rather than the linear lesions on the leg. Close examination will show 
the bizarre and circinate lesions common in this type of unilateral nevus. 

Dr. Louris CuHarcin: I favor the opinion expressed by Dr. Wise, that this 
patient’s disease is a unilateral nevus with superimposed neurodermatitis. This 
association is not rare, and accounts for the inflammatory reaction seen in the 
histologic specimen. 

Dr. SAMUEL FELDMAN: Some years ago I presented here a case of a linear 
eruption similar to this one. Histologic examination showed an inflammatory 
condition in addition to the hyperkeratosis. I presented the case as one of linear 
neurodermatitis, Dr. Pollitzer agreed with my diagnosis. I treated that patient 
with roentgen rays for a while, and there was absolutely no change. The inflam- 
matory lesions disappeared, but the nevus was still there. Then I discovered that 
several members of the family had the same condition. The inflammatory condi- 
tion was incidental. 

Dr. Paut Gross: Dr. Wise has brought out all the arguments for linear 
nevus, so that I can add nothing to his remarks. Dr. Goodman, of course, is 
correct in his statement that any cutaneous eruption may at times be confined 
to metameric segments, but the clinical aspects of this picture are in favor of linear 


nevus. 


Presented by Dr. Louis 


Pityriasis Lichenoides et Varioliformis Acuta. 
TULIPAN. 

A. B., a man aged 21, states that in January 1938 he first noticed little blotches 
on his hands, which cleared up in three weeks. One month later the eruption 
recurred. It then spread to the arms and legs. He now presents papules ranging 
in size from that of a pinhead to that of a lentil, some with tiny hemorrhagic 
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tops and others with crusted tops, and scaling. There are some dried vesicles 
and many umbilicated lesions. The lesions are multiform and involve mostly the 
arms and legs and to a lesser degree the face. Constitutional symptoms have 
preceded each outbreak. 


DISCUSSION 


Dr. Louis TuLtpaAN: The patient was seen for the first time this afternoon. 
He claims that the eruption is due to his occupation. At first I thought of sev- 
eral different conditions. Some of the lesions looked like papulonecrotic tuberculid, 
but because they were multiform I excluded that condition. I even thought of 
prurigo. He complains of little itching, and there were no real shotty papules 
such as occur in prurigo. From the history of recurrences with associated 
malaise and the multiform character of the lesions, I think pityriasis lichenoides 
et varioliformis acuta is the most probable diagnosis. 

Dr. VAN AtstyNE H. Cornett: I agree with the diagnosis presented. 

Dr. CHartes Wotr: The unusual feature in this case is the paucity of 
lesions on the trunk. In cases of Habermann’s disease there is usually a gen- 
eralized distribution, but these lesions are confined mostly to the extremities. The 
eruption may belong to the group of tuberculids. I should therefore suggest a 
biopsy before making an absolutely certain diagnosis. 


Dr. EuGENE TrauGott BERNSTEIN: I agree with the diagnosis of para- 
psoriasis varioliformis because of the polymorphicity of the lesions and because the 
primary lesion is a small infiltration, which is present in all transitional forms. 
There are crusting and the small collaret, but I did not observe the varioliform 
scar. There is also pigmentation. The duration has been about ten months. 
This disease is usually self limited, and I should suggest that no treatment be 
given, because if it clears without treatment, that would favor the diagnosis of 
parapsoriasis varioliformis. 


Dr. Frep Wise: I thought Dr. Wolf would suggest graded tuberculin tests 
in addition to biopsy. This is the kind of case in which the suspicion of tuber- 
culosis has always been maintained. It would be interesting to learn the results 
of carefully graded tuberculin tests. 


Dr. Eucene F. Traus: On being questioned this patient said he had on 
various occasions taken medicine for a cough. He had taken some about three 
weeks prior to the last attack. He is known to be sensitive to acetylsalicylic 
acid, and there may be other factors in this case. 


Dr. Louris TutipaAn: In regard to the tuberculin test, I remember that 
Dr. Sharlit several years ago presented a case of similar involvement, in which 
a severe flare-up followed a tuberculin test. The eruption was exaggerated to 
about three times its previous degree. The tuberculin test gave a positive result 
in that case. 


A Case for Diagnosis (Lepra? Mycosis Fungoides? Syphilis?). Presented 
by Dr. Louis TuLipan. 


I. D., a white man aged 58, is presented from Bellevue Hospital. His past 
history is essentially irrelevant. He presents a nodular eruption on the trunk 
and extremities of three years’ duration and an epithelioma involving the right 
eyelid. He has been treated with boric acid ointment containing 1 per cent men- 
thol and 20 drops of solution of potassium iodide three times a day. 

The Wassermann reaction was negative. Urinalysis showed no abnormality. 
A blood count showed 71 per cent polymorphonuclear leukocytes, 27 per cent 
lymphocytes, 1 per cent basophils and 1 per cent eosinophils. Nasal smears for 
the lepra bacillus gave negative results. The report on the biopsy specimen has not 
been made. 
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DISCUSSION 

Dr. SAMUEL FELDMAN: I think the patient has mycosis fungoides. 

Dr. ANTHONY C. CrpoLLaro: I have seen several eruptions like this, and at 
times I thought of leprosy and at other times of mycosis fungoides. It is difficult 
at times to make a differential diagnosis. Several histologic studies are necessary, 
However, in view of the fact that several smears have shown no lepra bacilli, 
I am inclined to believe the condition is mycosis fungoides rather than leprosy. 

Dr. Van AtstyNE H. CorNnetv: I think it is typical mycosis fungoides in the 
tumor stage. 

Dr. Lamp S. Van Dyck: I think it belongs in the lymphoblastoma group. 

Dr. Frank C. Combes: I agree with the diagnosis of lymphoblastoma, prob- 
ably mycosis fungoides. However, there is a certain amount of justification for 
considering leprosy. This man shows some thinning of the eyebrows and sug- 
gestive atrophy of the thenar eminence. The tumors could well be those of 
leprosy. The fact that smears gave negative results does not militate against 
leprosy, because the Chinese feel that in only about 15 to 20 per cent of cases 
of definite leprosy can the lepra bacillus be recovered from nasal smears. I am 
sorry there is no biopsy report, because I feel that the condition will be found 
to belong in the group of lymphoblastomas. 

Dr. E. Wirtt1AM Abramowitz: I agree with the diagnosis of mycosis fun- 
goides. On being questioned the patient stated that he was under treatment at 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital. I do not recall seeing him there, but he had been receiving roentgen 
therapy, with considerable relief of itching and improvement in the lesions. 

Dr. Frep Wise: I must confess that if I had seen this patient alone in my 
office I should have made the diagnosis of mycosis éungoides without hesitation. 
The other diagnosis I should have kept in mind is leukemia. The appearance 
of the lesions is not suggestive to me of leprosy, on account of the rose-pink color 
and the succulence. These manifestations are much more in favor of mycosis 
fungoides than of any other disease. 

Dr. Louris CuHarcin: I am likewise of the opinion that this case is one of 
mycosis fungoides. The eruption is made up essentially of various-sized patches 
of reddish infiltration, and many of the patches show clearing areas within the 
patch, producing bizarre figures. These findings are fairly characteristic of 
mycosis fungoides. The shiny, oily appearance of some lesions is not unlike that 
of leprosy, but the other points mentioned are against leprosy. The negative 
results of nasal smear and the fact that the eruption disappears under roentgen 
therapy are further points against leprosy. Syphilis I did not consider, because 
the eruption lacks the usual segment formation of late lesions. 

Dr. CHartes WoLtF: One lesion particularly interested me because the pre- 
senter made a special note of it. That is the lesion on the upper eyelid. I 
believe his tentative diagnosis is epithelioma of the eyelid. I do not think it is 
an epithelioma but a manifestation of the general disease from which he is suffer- 
ing. I also believe this man has the second stage of mycosis fungoides, progressing 
rather rapidly, and it seems that the tumor stage is appearing much earlier than 
in most cases. 


Psoriasis of the Nails. Presented by Dr. Franx C. Compes. 


M. V., a woman aged 59, is presented from Bellevue Hospital, with an erup- 
tion of three months’ duration involving all the nails, the vulva and the inner 
aspects of the thigh, the lower part of the left leg and the submammary region. 
She also complains of pain and tenderness in the small joints of her hands and 
in her knees. Her past history is essentially irrelevant. 

Examination shows several discoid lesions on the legs and exudative well 
defined patches beneath the breasts and in. the groin. All the distal joints are 
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tender and swollen. Both wrists are swollen, tender and painful. Her knees are 
tender but not swollen. Flexion of the right knee is limited by pain. There is 
no patellar click. 

Urinalysis showed no abnormality, and the Wassermann reaction of the blood 
was negative. The blood count was normal. The lesions on her skin and nails 
repeatedly showed no fungi on direct examination and on culture. Roentgeno- 
grams showed arthritic changes and probable biliary calculus. 

Treatment has included administration of 400 mg. of nicotinic acid daily and 
local application of 0.1 per cent silver nitrate compresses, 5 per cent chrysarobin 
and ten doses of ultraviolet radiation, with indefinite benefit. 


DISCUSSION 


Dr. Max ScHEER: To confirm the diagnosis presented, the patient had a well 
marked patch of psoriasis beneath the left breast. The lesion was circinate, 
sharply defined and scaly. She has also had swellings of various joints at 
different times. Tonight the joints of the left hand are considerably swollen. I 
think this case can be classified as one of psoriasis arthropathica. In the few 
cases of that condition which I have observed there have been ungual changes 
much like these. 

Dr. Paut Gross: I fully agree with Dr. Scheer that this condition is a 
typical, though early psoriasis arthropathica with definite involvement of the 
small joints of the hands. The clinical picture of psoriasis supports the diagnosis. 
Particularly the marked involvement of the nails and the resemblance to acro- 
dermatitis of Hallopeau suggest the importance of the early diagnosis of psoriasis 
arthropathica. I can illustrate by reciting an experience with a former patient of 
mine. His condition started with involvement of the nails and a moist eruption of 
the groin. On the basis of the diagnosis of fungous infection, all nails were removed. 
Then the diagnosis of acrodermatitis continua of Hallopeau was suggested, both 
here and in Paris, France. Only F. Pincus and G. Arndt in Berlin, Germany, 
suspected psoriasis, and this diagnosis was borne out by Jadassohn in Breslau, 
Germany. Several years later I saw the patient with intractable psoriasis and 
several deformities due to the arthritis. He was unable to walk or use his hands. 
Finally I prevailed on him to go to Arizona. After two months there he was able 
to walk, dress himself and eat without help, and his psoriasis had disappeared. 
Unfortunately he died of an intercurrent disease. I know of no remedy for 
psoriasis arthropathica other than change to a subtropical climate, and one should 
make every effort to avoid invalidism of these patients by sending them to Ari- 
zona or New Mexico. 


Dr. E. Witt1AmM AsRAMOwITz: I think there is no question about the diag- 
nosis, but the important aspect of this case is the treatment. Incidentally, I 
should like to mention that rheumatologists say they do not see much psoriasis 
in their patients. However, when the two conditions are associated, I think gold 
therapy, which the rheumatologists are now using for arthritis, may also prove 
effective for the psoriasis. I recently had occasion to try vitamin D in 2 cases, 
1 of marked psoriasis of the body without ungual lesions and 1 of severe ungual 
lesions on both the fingers and the toes. I observed these cases for twelve weeks, 
giving tremendous doses (100,000 units) of vitamin D a day. There was not the 
slightest effect. The patient with the lesions on the body was then given chry- 
sarobin, with immediate improvement. Psoriasis of the nails is difficult to treat. 

Dr. Larrpv S. VAN Dyck: I believe the presenter said he used nicotinic acid 
therapy in this case. I should like to ask if he had success in other cases of 
psoriasis with that treatment. 

Dr. Frank C. Comses: I shall begin with Dr. Scheer’s remark. In my 
opening discussion I neglected to mention the arthropathy of this patient. She 
has definite arthritis. I feel much the same way Dr. Scheer does, that this type 
of psoriasis of the nails seems to be frequently associated with arthritis. There 
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are, of course, two other types of psoriasis of the nails. One consists of periph- 
eral separation of the plate from the nail bed, with opacity and thinning of the 
nail. The other type is the common pitting of the nail, with localized softening 
of the ungual tissue. This case represents the third type, with large keratomas 
starting at the periphery and working down to the matrix and often with com- 
plete separation and loss of the nail. With reference to the treatment with nico- 
tinic acid, I used this on an empiric basis. Neurologists are giving nicotinic acid 
in doses of 100 mg. every hour, especially in cases of bullous lesions. Therefore, 
I have given it to some patients with psoriasis, knowing that psoriasis gets wel] 
sometimes with various forms of treatment. Otherwise, there is no reason for 


its use. 


Giant Follicular Lymphadenopathy (Symmers’ Disease). Presented by 


Dr. T. J. RrorDan. 

S. C., a man aged 38, is presented from Bellevue Hospital because of an 
eruption involving the extremities and trunk of two and one-half years’ duration, 
lymphadenopathy and mastitis on the right. The past history is essentially irrel- 
evant. Previously the patient was treated with boric acid ointment, 5 per cent 
ichthammol in paste of zinc oxide with salicylic acid N. F., crude coal tar and 
typhoid vaccine intravenously. At the present time he is receiving high voltage 
roentgen therapy to the lymph glands. 

Urinalysis showed no abnormality. The Wassermann reaction was negative. A 
blood count showed 5,100,000 red cells, with 95 per cent hemoglobin, and 7,950 
white cells, with a differential count of 70 per cent polymorphonuclear leukocytes, 
5 per cent monocytes, 21 per cent lymphocytes and 6 per cent eosinophils. 
Histologic examination of a cutaneous lesion showed hyperkeratinization of the 
epidermis and a moderate amount of round cell infiltration in the corium (hema- 
toxylin and eosin stain). The histologic diagnosis was dermatitis with mild 
hyperkeratosis. A specimen was taken on July 15, 1938, from an axillary lymph 
node. It showed normal architecture with enlarged and numerous germinal cen- 
ters. The lymph spaces were filled with small mature lymphocytes. Few 
immature cells were seen. The histologic diagnosis was giant follicular lymph- 
adenopathy. Dr. Douglas Symmers examined this section and gave as his diag- 
nosis giant follicular lymphadenopathy, showing transformation into polymorphous 
cell sarcoma of the lymph follicles. 

DISCUSSION 


Dr. Frep Wise: This condition is not uncommon, especially in a city hos- 
pital. I should regard such an eruption as simply chronic erythroderma with 
chronic lymphadenopathy. I should suspect leukemia and take a biopsy specimen 
from the sternum to see if there were any changes in the bone marrow. Not 
being acquainted with the histologic changes in the lymph nodes described as 
Symmers’ disease, I should like to know whether the so-called follicular sar- 
comatous changes are referable to the skin—that is, whether the skin would slow 
histologic changes similar to those described in the nodes. In other words, is 
this condition a type of sarcoma of the lymph nodes? 

Dr. T. J. Riorpan: I agree with Dr. Wise. The only point about this 
disease, with generalized lymphadenopathy, is that the lymph nodes are worthy 
of histologic study. The condition has been found in 2 or 3 other cases. The 
particular polymorphous cell seems to be a transformation from the ordinary 
differentiated cell to a cell of lymphoblastoma or reticular cell lymphosarcoma. 

Dr. Frep Wise: This man has had his eruption for about four years. Sar- 
coma of four years’ duration without loss of weight or some evidence of illness 
is decidedly unusual. I do not therefore think the term “lymphosarcoma” is 
advisable for this type of lesion, histologically or clinically. 
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Dr. VAN AtstyNE H. Cornett: The condition under discussion I interpret 
as chronic eczema or chronic erythroderma. I see a lot of it at the hospital. 
No treatment that has been instituted appears to give good results, and the causa- 
tion is obscure. 

Dr. Max ScHEER: I should like to make one remark on this type: Many 
patients whom I have questioned have told me the eruption begins on one or 
both hands or on one or both feet. It always begins on the hands or feet, and 
never on any other part of the extremities or the trunk. I should like to know 
if any one thinks that fact has any significance. After the onset, irritating 
applications seem to cause the condition to progress. The patient presented tonight 
said his eruption began on the hands. 

Dr. Marion B. SULZBERGER: I intended to mention this case in connection 
with my own presentations of “exudative discoid and lichenoid chronic derma- 
tosis,” for I believe, as does Dr. Scheer, that this may be another instance of 
the dermatosis described by William Garbe and me (Arcu. Dermat. & SypuH. 
36:247 [Aug.] 1937). In answer to Dr. Scheer, my impression coincides with 
his. As I pointed out, some of these eruptions do start on the hands and feet, 
but I also have encountered other points of origin. In one of the cases I am 
presenting tonight the condition started on the back. Moreover, while in some 
cases there is a history of preceding irritating applications, this feature is present 
in by no means all. Even when there has been a history of irritants being 
applied, with subsequent spreading of the eruption, I am not certain that attribut- 
ing the condition to this may not in some instances be post hoc, ergo propter hoc 
reasoning, since the irritant may have been applied to one of the early lesions of 
the beginning eruption and the natural spread of theveruption then falsely attributed 
to the use of the irritant. 

Dr. Eucene F. Traus: On Oct. 25, 1938, I presented at the meeting of the 
New York Dermatological Society a patient who had been in Bellevue Hospital 
for over a year and whose cutaneous disease dated back over twelve years (ARCH. 
Dermat. & Sypu. 39:752 [April] 1939). On a lymph node removed at the 
hospital Dr. Symmers made a diagnosis of lymphosarcoma. The eruption that he 
presented clinically at the time I showed him was either dermatitis herpetiformis 
or pemphigus, being widespread and bullous. At that time he showed little, if 
any, enlargement of the nodes. Several years have elapsed since the diagnosis of 
lymphosarcoma was made, without any clinical evidence having appeared to con- 
firm such a supposition. 

Dr. T. J. Rrorpan: I should like to say again that the section of skin showed 
only a chronic inflammatory process. I think that the enlarged glands should be 
examined by the general pathologist. 


Exudative Discoid and Lichenoid Chronic Dermatosis. Presented by 


Dr. Frep WISE. 


J. D., a man aged 30, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. He presents multiple 
lichenified discoid lesions over the entire body, with involvement of the penis. 
He first noticed an eruption on the right shoulder blade in December 1937. 
While the patient was in Florida, the condition cleared, but on his return it 
recurred and spread to the thighs, the backs of the hands and the back. He used 
local applications without any relief, and had four or five roentgen treatments. 
The patient returned several times to the hospital after being discharged. After 
his last return to the hospital he had a marked flare-up. 


DISCUSSION 


Dr. Paut Gross: There are unusual features in this case not found in the 
typical lichenoid discoid dermatitis. I mean the diffuse scaling of the scalp and 
exfoliation of the face, and particularly the pronounced involvement of the palms 
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and soles. I saw a patient with this type of eruption last year. In addition to 
the generalized eczematoid erythroderma, he had severe keratoderma of the palms 
and soles and severe pityriasis of the scalp, with extensive loss of hair. Dr. Sulz- 
berger once saw this patient with me and found the condition as difficult to 
classify as I did. After a prolonged siege which continued after the patient went 
to Arizona, where he was seen by Dr. Wise, the condition finally cleared in Hot 
Springs, N. M., kept well while he was in Florida and has not recurred since, 
although he has been in New York and has resumed his occupation. These facts 
also seem to count against the diagnosis of chronic discoid lichenoid dermatitis. 
I believe that the type of eruption seen in Dr. Wise’s case tonight and mentioned 
by me should be investigated as an individual entity. 

Dr. Frep Wise: This patient does not give a history of dermatitis venenata 
on the hands and feet, to which Dr. Scheer called attention, but I must say that 
a good proportion of patients whom I have examined and questioned did give a 
history of occupational dermatitis before the appearance of eruptions like those 
reviewed and published by Drs. Sulzberger and Garbe. In their incipient stages, 
such eruptions might well give positive reactions to patch tests with irritants, 
but when they become chronic and generalized, patch tests almost invariably give 
negative results and the whole picture undergoes changes. 


Exudative Discoid and Lichenoid Chronic Dermatosis. Presented by Dk. 


MARION B, SULZBERGER. 


S. P., a Jew aged 37, born in the United States, says that he has no family or 
personal history of atopy. In August 1935 he noticed an eruption on the soles 
and the sides of one foot, which after three to four weeks spread to other areas 
of the body. Since then he has been treated at several hospitals and by numerous 
dermatologists, with roentgen therapy, local applications, autohemotherapy and 
injections of sodium thiosulfate. 

When the patient was first seen by me in April 1936, he presented a generalized 
eruption, which consisted of many papular, definitely follicular lesions, with 
scattered raised plaques, sharply demarcated and with a tendency to follow the 
lines of cleavage. There were many scratch marks, and there was oozing on the 
lower parts of the legs and between the buttocks. The penis and the scrotum 
showed crusted and scaly oozing excoriated sharply demarcated patches. He had 
14 per cent eosinophils. Since then, the patient has been hospitalized five times, 
improving each time when he stayed at the New York Post-Graduate Medical 
School and Hospital, while he continued getting worse at other hospitals. Since 
being discharged from the New York Post-Graduate Medical School and Hospital 
in June 1938 (after a stay of five months), he has kept on improving all the time 
and now presents only a few eczematoid lesions, though he suffers frequently from 
showers of hives. 

Local treatment has consisted of injections of estrone (theelin), calcium glu- 
conate and sodium thiosulfate, androsterone benzoate and estradiol (progynon DH) 
by mouth, high colonic irrigations, liver extract, sulfanilamide and neoarsphen- 
amine medication, vaccination with vaccinia and oral administration of nicotinic 
acid. For the past two months he has been given large doses of vitamin A in 
halibut liver oil capsules and intramuscular injections of a vitamin A concentrate. 

Patch tests with samples of dust from his own home and from the homes of 
the other 2 patients presented tonight produced partially positive results. Scratch 
tests with dust and materials from his home gave negative results. Routine scratch 
tests with inhalants and foods gave negative results. 

The patient is now using a soothing lotion. 


DISCUSSION 


Dr. Marion B. Sutzpercer: This man is one of the series Dr. Garbe and 
I described and was referred to as S. P. in our original article (ArcH. DeRMat. 
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& Sypu. 36:247 [Aug.] 1937). I think he presents the characteristics of this 
type of disease and an example of the course of the dermatosis, of the refractori- 
ness to therapy and of other points I should like to bring out later in the dis- 
cussion. The condition is in remission and he has been almost well for several 
mouths. My associates and I have followed the condition in a sufficient number of 
cases and for a long enough period to warrant our saying that the ultimate prog- 
nosis is good. In recent years I have followed and closely studied about 20 cases, 
and in none has the condition eventuated in any malignant type of disease, although 
at some time or other all of us have had the suspicion that a blood dyscrasia or 
mycosis fungoides was the basic trouble. 

Dr. E. Wittt1AM AsBRAMOwWITZ: Will the presenter please say something about 
the reactions to house dust in these cases? 

Dr. Frep Wise: I should like to call attention to one feature, which may not 
be of scientific interest but certainly is of clinical interest. Recently I examined 
a patient whom Dr. Sulzberger and I had under observation four years ago. He 
has been entirely well for four years. He came in to my office the day before 
yesterday with a single lesion, which he believes to be a recurrence of the original 
trouble. The lesion was the size of a split pea and occupied the meatus of the 
penis and dipped down into the urethra. I examined him carefully and could find 
no other lesion on the body. All the patients afflicted with this so-called syndrome 
whom I have examined, have had involvement of the skin of the penis. 

Dr. HERMAN GoopMAN: Have there been any women in the series studied? 


Dr. Frep Wise: I have not encountered any women with this condition. 


Exudative Discoid and Lichenoid Chronic Dermatosis. Presented by Dr. 


Marion B, SULZBERGER. 

L. S., a Jew aged 28, born in the United States, gives no family or personal 
history of atopy. In December 1937 he began to have an eruption on the face, 
arms and thighs. He was treated by various dermatologists. The eruption con- 
tinued to spread. Roentgen therapy and local applications were used. In April 
1938 he had a streptococcic infection of the right leg and was given sulfanilamide, 
which produced a superimposed dermatitis. The condition of the skin continued 
to get worse and worse in spite of treatment. It improved during a stay in the 
Catskill Mountains during the summer, but only slightly. 

When first seen by me on Oct. 29, 1938, the patient presented a generalized 
eruption consisting of marked erythema, lichenification, infiltration, scaliness and 
oozing. Some oval papular lesions were seen along the lines of cleavage. Intense 
lymphadenopathy was present, and the glans penis was involved. The patient was 
hospitalized and improved rapidly. After a stay of seven weeks at the hospital 
he was transferred to a hotel room, where he is still staying, and he has continued 
to improve with slight exacerbations. During the last few days he has noticed a 
few hives. 

Scratch tests with routine inhalants and foods gave negative results. Patch 
tests with samples of dust from his own home and from the homes of the other 
2 patients presented tonight gave positive results. He also had positive reactions 
to patch tests with samples of feathers and materials from several suits. Scratch 
tests gave negative results. 

The treatment at the present time consists of application of Pusey’s liniment 
(phenol and glycerin, each 10 minums [0.61 cc.]; tragacanth, % drachm [1.94 
Gm.]; olive oil, 3 ounces [88.72 cc.], and distilled water to make 6 fluidounces 
[177.44 cc.]) and Arning’s tincture of iodine, oral administration of 15 grains 
(0.97 Gm.) of potassium chloride a day by mouth and five injections of a vitamin A 
concentrate in oil. 

DISCUSSION 


_ Dr. Evcene F. Traus: In one of our cases which I think was probably 
included in the series reported by Drs. Sulzberger and Garbe puncture of the 
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sternum was done by the surgical staff for diagnostic purposes while the patient 
was in the hospital. An infection developed in the area, causing a definite eleva. 
tion in temperature. As the infection and osteomyelitis cleared and the fever 
subsided, the patient’s skin also became well and, so far as I know, has remained 
well since. 

Dr. Marion B. SULZBERGER: I am sure that this condition is not a new disease 
but simply that its recent complete description emphasizes certain uniform dis- 
tinctive features. Dr. Garbe and I, after hearing Dr. Wise, Dr. Rosen and many 
of the members of this section as well as other dermatologists throughout the 
country talk about the disease as seen in the clinics and in practice, thought as 
they did, that there was something distinctive about this syndrome and that it 
could not be included in any well known and precisely described dermatologic 
entity. As will be recalled from our report, I tried to fit this picture in with 
seborrheic dermatitis. It did not fit there. I thought of dermatitis herpetiformis, 
which is, in my opinion, the known dermatologic entity closest to this eruption, 
but it certainly did not fit in there. Eczema, pityriasis rosea, lichen planus, 
lymphoblastoma, scabies, prurigo, neurodermatitis and atopic dermatitis and many 
other diagnoses had been suggested in our cases, but all were equally inapplicable 
on thorough study of the condition. Nevertheless, we felt certain that the disease 
was sufficiently characteristic to be recognizable and that it might therefore 
eventually prove of value to try to describe the cardinal features of this dermatosis 
and to try to contrast it with other dermatoses from which it had to be differ- 
entiated. I do not mean to say that one can always be sure that this diagnosis 
is a certainty in every given case. That, however, can be said about psoriasis, 
dermatitis herpetiformis and many other conditions as well. However, I shall 
say that when one sees this condition when it is well developed and typical, there 
is no more doubt about the diagnosis than about that of any other well known 
dermatosis. Moreover, just as in many other distinctive dermatoses of unknown 
pathogenesis and causation, once one has established the diagnosis, one can usually 
draw pretty accurate conclusions as to other features likely to be present. For 
example, one can be fairly certain that the condition will prove refractory to all 
ordinary measures of therapy. In my cases it has, as a rule, been refractory to 
roentgen rays and to all the systemic and topical remedies I have applied. One 
can say still another thing, that the eventual prognosis is good. But the physician 
cannot say to the patient, as he would of ordinary “eczema,” “I hope to be able 
to clear this up in a few weeks.” One can say at the first visit that this disease 
will probably be protracted, with a tendency to exacerbations and remissions, and, 
most important of all, that the remissions will often be connected with a change 
of environment. If I have learned any one thing with certainty about this eruption, 
it is that there is a certain striking similarity to prurigo, to atopic dermatitis and 
to infantile and childhood eczemas. Another important fact I have learned is that 
this particular picture does not represent mycosis fungoides or a preliminary stage 
of any of the malignant dermatoses. I have nothing to add to the original descrip- 
tion Dr. Garbe and I gave, except that I have been seeing the disease in men 
younger than the average of the original 9 we described. Our original group 
were in the late thirties, and I now have several patients in their late twenties. 

About the skin tests with dust: It was of course logical to attempt to find 
out what the reaction to environmental dust would be, especially after noting how 
many times this dermatosis improved when the environment was changed and 
how often recurrences followed return to the original environment. We performed 
patch tests and scratch tests with the dusts of the various environments. Control 
persons did not react to these tests and all of these patients gave moderate 
reactions to the patch tests with house dust and peculiar reactions—not typical 
wheals—to the scratch tests. I do not know the significance of these results. 

Dr. CHartes Wor: Dr. Sulzberger is to be commended for his able work in 
trying to solve a perplexing problem in dermatology, and to a certain extent 
I can say he has succeeded, but there are certain points to my mind which are 
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not clear, as he has seen fit to give the disease a new name, I have been, as has 
every dermatologist, confronted with this disease, and the most important element 
I have found from my observations over a long period of years is the presence of 
a psychogenic element or background. These patients start with a contact or 
allergic dermatitis. That is the basis for the disease. Due to this, which is 
unfortunately often occupational, psychopathic states develop. Their problems of 
life make them rebellious to other people at home, in their social contacts or at 
their work. All sorts of ideas develop. As a result this dermatosis persists. 
I think it is important that nothing clears this condition except getting away from 
the home surroundings and from work. It clears up in a hospital environment, 
when the psychogenic factors are temporarily removed. The members are trying 
to evolve a new disease here for nothing more than a psychogenic neurodermatitis. 
For want of a better term, I still think we are dealing with neurodermatitis 
which persists and goes through various morphologic changes. 


Dr. Marion B. SULZBERGER: In the question of change of environment the 
psychic element has been considered as well as the material environmental one. 
Some of these men were single with no families and no different worries in the 
hospital than outside. Some of the men whose condition is in remission are married 
and have returned to their families, with no other psychic strains in the environ- 
ment than before. I repeat, Dr. Garbe and I have paid careful attention to the 
psychic element in all of these cases. Some patients get worse in the hospital 
when one brings in the bedding from the home, and some when they start wearing 
their clothing. This brings it down now almost to the dusts, dyes and woolens 
and other actual environmental allergens. I do not wish to conclude that psychic 
elements do not play a role in this and in other diseases. Psychic and emotional 
states do have effects in any disease—for example, in scabies and in tuberculosis— 
but for that reason it is not correct to conclude that these diseases are of psycho- 
genic origin. 
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Granuloma Annulare. Presented by Dr. Frep WIsE. 


A. F., a girl aged 16, registered at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Dec. 29, 1938, because of an 
eruption of eight years’ duration. She presents sharply defined discoid lesions, 
varying from 1 to 8 cm. in diameter on the backs of the hands, extensor surfaces 
of the forearms, neck, feet and posterior aspects of the left shoulder. The lesions 
are said to be enlarging, none having disappeared spontaneously. No treatment 
has as yet been administered. 

The lesions are discoid and oval, bluish red and flattened in their interiors, 
but with faintly elevated sloping edges. The largest lesion, about 8 cm. in 
diameter, on the back of the right hand, presents numerous pinhead-sized almost 
colorless glistening papules, so closely aggregated as to give the appearance of 
lichenification, Some of the smaller lesions exhibit similar pinhead-sized papules 
within the discoid patches. 

Graded tuberculin tests as well as Wassermann and Kahn tests of the blood 
were negative. The histologic report was of “perivasculitis which may fit in with 
a nonspecific type of granuloma annulare.” 

The patient complains only of the objective signs. Her general health is good. 
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DISCUSSION 


Dr. E. Witit1am Asramowitz: I agree with the diagnosis of granuloma 
annulare. Dr. Satenstein showed me the vascular reaction in the slide prepared 
from a section of one of the cutaneous lesions. This may represent one phase 
of the condition. Some authors say that granuloma annulare is a type of tuber- 
culid; others say it is not. 

Dr. Davin L. SATENSTEIN: On clinical grounds the characteristics of the 
lesions establish the diagnosis of granuloma annulare. As to the microscopic 
picture, that is nothing unusual. The literature contains many reports of clinical 
granuloma annulare showing only a vascular reaction under the microscope. A 
similar microscopic picture has been noted for erythema elevatum diutinum. 

Dr. Georce M. MacKee: I agree with the diagnosis clinically. I do not think 
it is unusual to see granuloma annulare of this type. It is a little more common 
in children, and this patient is only 16 years old. Occasionally it is seen in adults, 
I doubt if dermatologists are ready as yet to say after clinical examination what 
the histologic picture is going to be. I have seen lesions like this that histo- 
logically showed what one would expect to see in granuloma annulare. On the 
other hand, I have seen waxy, almost colorless nodules which one would expect 
to see in granuloma annulare, which microscopically showed only vascular changes. 
Often what appears to be Bazin’s disease clinically turns out to be perivasculitis. 
Much remains to be learned about tuberculid and the tuberculoid diseases. 

Dr. Frep Wise: I agree that the clinical manifestations are unusual. However, 
I should like to stress the point that the appearance of pinhead-sized papules 
within a discoid lesion is not unusual and that in children about 4 to 6 years old 
I have seen such isolated and grouped papules as a part of the general eruption 
of granuloma annulare. <A child may have lesions of typical granuloma annulare 
on the back of the hand, for example, or on the back of the foot, and in addition 
crops of such small papules on the trunk or extremities. Whether the histologic 
structure of these small papules is in any way typical of granuloma annulare | 
do not know. 


Parapsoriasis Guttata. Presented by Dr. Frep Wise. 

H. A., a woman aged 24, a patient of Dr. Charles R. Rein, presents a 
generalized eruption of one and one-half years’ duration. One month after 
the onset of the eruption the patient was seen at the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital, where a biopsy was 
performed. The diagnosis was parapsoriasis. 

In October 1937 she received injections of pilocarpine at five day intervals, 
with no improvement. From March to May 1938 she received ultraviolet radia- 
tion to the entire body. After this, several areas were given roentgen radiation, 
with no improvement. Since then she has received autohemctherapy, with slight 
improvement, In July 1938, after the use of a 10 per cent salicylic acid ointment, 
the eruption cleared almost entirely, with the exception of a few scattered lesions 
on the arms and legs. There was an exacerbation in September 1938. 

The eruption consists of numerous discrete and confluent pale yellowish brown 
to deep brown macules and papules, many of which are covered with thin adherent 
grayish white scales. There are numerous pigmented macular lesions, which are 
devoid of scales. The lesions are most prominent on the extremities, with a few 
scattered on the trunk. 

Laboratory examinations, including studies of the blood and urine, gave nega- 


tive results. 
DISCUSSION 


Dr. Wizzert Sacus: The histologic picture was that of parapsoriasis. When 
sections were stained with eosin and Unna’s polychrome methylene blue, no unusual 


features were noted. 
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Dr. IsaporE Rosen: An extensive examination of this patient is not required 
for making a diagnosis. During the past ten or twelve years so many cases of 
this type have been under observation that dermatologists readily recognize the 
disease. A decade or more ago it was so often confused with secondary syphilis 
that patients were put through various examinations before a diagnosis could be 
established. 


A Case for Diagnosis (Dermatitis Exfoliativa of Wilson Type? Pityriasis 
Rubra of Hebra? Leukemia?). Presented by Dr. Paut E. BEcHET. 


L. E., a man aged 71, presents a generalized exfoliating dermatitis which began 
three years ago. There were intermissions until one year ago, when the eruption 
became fixed. Inspection shows universal redness. All the inguinal and cervical 
lymph nodes are enlarged; some in the groin are the size of a pigeon’s egg. The 
body is covered with fine scales. Several large areas of deep pigmentation can 
be observed on the trunk. There is no history of ingestion of arsenic. The palms 
and soles are hyperkeratotic. At least three differential blood counts at different 
intervals presented nothing abnormal except a slight decrease of the red blood 
corpuscles and the hemoglobin. The patient showed considerable improvement 
after a stay of several weeks in the hospital, under quinine therapy. 


DISCUSSION 


Dr. Georce M. MacKee: I suspect that the clinical diagnosis of dermatitis 
exfoliativa is correct, but I do not believe the condition is the primary type. It 
looks to me much like the secondary type that follows psoriasis or eczema, and 
I believe it began as an exudative dermatitis on the legs and spread rapidly. How- 
ever, I think diagnosis should be deferred to see what happens, because with all 
the glandular enlargement and pigmentation it might be a lymphoblastoma. 

Dr. J. FRANK Fraser: I agree with Dr. MacKee’s view that it may belong 
in the group of lymphoblastomas. It is known that exfoliative dermatitis is some- 
times associated with mycosis fungoides and Hodgkin's disease. Against Hodgkin’s 
disease, however, is the age of the patient. It would be unusual to see Hodgkin’s 
disease at this age, although exceptionally it does occur. I agree with these who 
think that this condition is not primary exfoliative dermatitis. 

Dr. Frep Wise: I agree with the opinions expressed by Dr. MacKee. The 
eruption is similar to one which I described under the title “Lymphadenosis 
Cutis Universalis (J. Cutan. Dis. 35:669 [Oct.] 1917). The skin of the entire 
body of a man of about 35 became wrinkled and atrophic. In the patient presented 
here the areas of depigmentation make me recall an article by E. Ramel (Neuro- 
pathic Eczema, Brit. J. Dermat. 49:307 [July] 1937), in which he stressed what 
he called the third stage, during which large areas of leukoderma begin to appear. 


Dr. Davin Btoom: I agree with what has been said by the previous discussers. 
The peculiar pigmentation of this patient reminds me of a case of exfoliative 
erythroderma that had been under observation for more than a year, in which 
a biopsy of the skin and glands did not reveal any definite serious disease. 
Repeated examinations of the blood did not show any abnormality. However, 
the number of leukocytes and the percentage of lymphocytes gradually increased, 
and in association with enlargement of the liver and spleen, definite lymphatic 
leukemia developed. There was a peculiar pigmentation, which resembled 
that in the case presented tonight. 

Dr. Paut E. Becnet: Some type of leukemia may eventually develop, but 
several examinations of the blood in the past two months have shown no abnor- 
mality except a slight diminution in the red cell count. In certain areas of the 
skin the lesions are suggestive of the Hebra type of pityriasis rubra. I am 
showing this patient because of the unusual pigmentation, which is not the result 
of an arsenical or of roentgen rays. I used roentgen radiation, but the pigmen- 
pe bin present before its use, and its appearance was not changed in the least 
thereafter, 
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Erythema Multiforme. Presented by Dr. ANTHONY C. CIPOLLARo. 


W. S., a man aged 43, a chemist, has had an eruption for thirty-three years. 
During all this time there have been remissions and exacerbations, but he 
has never been entirely free of lesicns. The eruption appears, runs about 
a ten day course and then subsides. It appears to be much worse in the sum- 
mer than in the winter. During the entire thirty-three years the patient 
has had continuous treatment of one type or another. A_ thorough inyes- 
tigation for foci of infection has been made, and every possible focus has 
been removed, including the tonsils. After tonsillectomy the condition subsided 
for about two months. A cyst was also removed from the antrum. The prostatic 
fluid showed streptococci at one time. He has been treated with all sorts of topical 
remedies as well as by autogenous vaccinaticn, intravenous medication and auto- 
hemotherapy. He has taken a proprietary preparation containing phenolphthalein, 
but this has been discontinued for at least a year without any effect on the eruption, 

The patient now presents lesions limited to the hands, forearms, face and neck. 
The eruption is always most severe on the exposed surfaces. It consists of various- 
sized discrete and confluent lesions, varying in color from deep red to brown, 
They are round or oval and slightly elevated. 


DISCUSSION 


Dr. IsaporE Rosen: On account of the location, the eruption is possibly due 
to some hypersensitivity to light. I think the investigation should be directed 
toward this as a causative factor. 

Dr. Frep Wise: I treated a man, aged about 50, who had been suffering 
from frequent, recurrent severe attacks of erythema multiforme for twelve years. 
He said that treatment of various kinds seemed to have no effect on the eruption, 
which would slowly heal, always leaving residual lesions on his hands. I prescribed 
sulfanilamide in 5 grain doses (0.32 Gm.) three times daily. Almost at cnce all 
the lesions faded. For the first time in twelve years there had been no recurrence, 
after a lapse of three months. 

Dr. Georce M. MacKee: It is certainly unusual to see recurrent attacks of 
erythema multiforme over that number of years. That fact made me think of 
other possibilities. Drug eruption has been ruled out, I believe, and also aberrant 
dermatitis herpetiformis. There is considerable itching, and one might think, 
because of that, of papular urticaria, which is a sister to erythema multi- 
forme. Then I thought of the possibility Dr. Rosen mentioned, of an allergy to 
light, cold, heat or some other physical agent, because the eruption is on the 
exposed parts. However, erythema multiforme of unusual duration is possible 
here. Dr. Wise mentioned sulfanilamide. I should not be at all surprised if 
treatment with that drug worked in this case temporarily, because there may be 
a focus of infection. 

Dr. Davin L. SatTenstetn: I think the question of a focus of infection extend- 
ing over such a long period is a little far fetched. If the condition were due to 
that, the picture would have changed as soon as the tonsils were out. I doubt 
that erythema multiforme can last so long, although I have seen it extend over 
ten years in a patient with diabetes. Sensitization to something that started in 
this man in early life and has persisted ever since should be considered. 

Dr. E. Writram AsramMowitz: When the term erythema multiforme is used 
here, erythema multiforme-like is meant, because this condition is not erythema 
multiforme of the Hebra type. The latter does not appear as a result of sensitiza- 
tion to the sun, as the history states of this condition. If it is due to porphyria 
the history should be gone into for exposure to lead, arsenic or other drugs which 
might induce the onset of such a condition. Dr. Wise told of his experience with 
sulfanilamide in the treatment of erythema multiforme-like eruptions. I have also 
had good results with this drug in their treatment, but I doubt whether it is safe 
to use on patients sensitive to light, as the drug is a photosensitizing agent. This 
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case should be worked up from the standpoint of physical allergy or as an instance 
of eruption that may be in the group of hydroa aestivale. 

Dr. Davi L. SATENSTEIN: This eruption began when the man was 10 years 
old, at which time he was not doing any chemical work. All the chemical work 
he has done has been in adult life. 

Dr. Frep Wise: I agree with the diagnosis of erythema multiforme of the 
Hebra type. The patient has circinate lesions with clear centers, a characteristic 
of that disease. I do not think this type of eruption has anything to do with 
sensitization to light. With respect to the length of time that the condition has 
been present, long duration of this disease is in my experience not uncommon. 


Dr. MAx ScHEER: I suggest that the patient be tested with varicus strengths 
of ultraviolet and infra-red rays. 

Dr. Georce M. Lewis: In several cases in which light sensitization was 
present I have noticed leukopenia, the white blood cell count ranging from 4,000 
to 6,000. Since these lesions are on the exposed parts and since there is a definite 
history of exacerbation following exposure to the sun, I shculd advise further 
investigations along the line of light sensitization. 


Dr. Maurice CostTeLLto: I agree with the diagnosis of the presenter. That 
sunlight is not the sole factor in causing this eruption is proved by the fact that 
lesions are present on the scalp, which regicn is usually protected from sunlight 
by the filtering effect of the hair. 

Dr. E. WitttAm Apramowi17z: Is it not a fact that in typical erythema multi- 
forme of the Hebra type there are repeated attacks of the eruption, mostly in 
the spring, that the eruption may vary with each attack, that it does not recur 
more than once a year and that it is usually associated with some febrile dis- 
turbance, pains in the joints and mild systemic symptoms? This man has had the 
same type of lesions several times a year without any other symptoms. Could 
the condition, therefore, be of the Hebra type? 


A Case for Diagnosis (Moniliasis and Moniliid?). Presented by Dr. Grorce 
M. Lewis. 


S. H., a girl aged 10 years, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Dec. 29, 1938, with a rash of three 
months’ duration. The condition had improved and almost disappeared, but relapse 
had been prompt. 

The lesions are symmetric and are present on the intertriginous areas in the 
axillas, on the sides of the groin, on the flexor surfaces of the elbows, around 
the umbilicus and on other parts of the smcoth skin. The lesions consist of flaccid 
pustules on an erythematous base. Some apparent depigmentation could be noted 
at the site of former lesions, owing to ultraviolet therapy, which caused pigmen- 
tation in the skin surrounding the lesions. The tongue showed increased fur and 
was swollen and “beefy.” 

Cultures of scrapings from the tongue were contaminated. The lesions on 
the body did not yield fungi. The oidiomycin test gave a 3 plus reaction; tests 
with other fungous extracts gave negative reactions. The source of the infection 
was not determined. 

DISCUSSION 


Dr. Georce M. MacKee: The tongue tonight does not indicate moniliasis, 
but shows lingua geographica. However, when the presenter saw the tongue it 
was beefy. Clinically, the eruption looks like moniliasis. 

Dr. Paut E. Becnet: I accept the diagnosis of moniliasis because the lesions 
are most prominent in the folds of the skin and are rather typical of the disease. 

Dr. AntHony C. Crrottaro: I agree with the diagnosis of moniliasis. The 
thing I should like to bring up here is the efficacy of ethyl iodide in the treatment 
of widespread cutaneous and visceral moniliasis. I was impressed with the results 
obtained in 1 of Dr. MacKee’s patients, who had psoriasis with superimposed 
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cutaneous moniliasis. There was involvement of the oral mucous membranes 
gastrointestinal and genitcurinary tracts and lungs. The condition was becoming 
progressively worse. The lungs showed consolidation, much like one would get 
in lobar pneumonia. This patient showed an intolerance to even 5 drops of potas- 
sium iodide by mouth. As socn as small doses of ethyl iodide by inhalation were 
instituted, he began to improve, and the condition cleared completely. He did 
not show signs of iodism. It is my opinion that all generalized moniliasis should 
be treated by this method. 

Dr. Wicsert Sacus: In most of the cases of moniliasis and moniliid that | 
have observed the general appearance was about the same—just like that in the 
case reported by Dr. L. Satenstein, with laboratory studies by Dr. J. G. Hopkins 
(Arco. Dermat. & SypuH. 28:124 [July] 1933), and that of 2 brothers who were 
shown by me and later presented several times by Dr. B. Lapowski (Arcu. 
Dermat. & Sypu. 30:144 [July]; 308 [Aug.] 1934). In those 2 boys the 
lesions cleared entirely several times. Recently I saw one of the brothers, and 
the entire eruption was back again. It is difficult to make a definite diagnosis 
in the retrogressive stage, but when the condition reappears it is typical. I should 
like to state that the patient, at the suggestion of Dr. Hopkins, received large 
doses of potassium iodide, with no effect. I did not use ethyl iodide. 

Dr. Georce M. Lewis: I have been cautiously using methylrosaniline (gentian 
violet) in capsule form to try to eradicate the organism from the gastrointestinal 
tract, and I believe I have eliminated Monilia albicans from the gastrointestinal 
tract in a few instances. The favorable effect obtained in Dr. MacKee’s patient 
with ethyl iodide is worth remembering in cases of systemic infection. Ethy| 
iodide may be tolerated better than potassium iodide. The cutaneous lesions of 
moniliasis usually respond te repeated applications of 1 per cent aqueous solution 
of methylrosaniline. 


Pustular Psoriasis. Presented by Dr. Maurice CosTe.to. 


G. L., a woman aged 40, has had an eruption on the plantar surface of the 
right heel for fifteen years. She also had a similar eruption on the right sole 
for thirteen years. About four months ago she had four roentgen treatments to 
the left sole at weekly intervals, which cleared most of the eruption, except a fairly 
well demarcated erythematosquamous lesion studded with many tiny discrete pus- 
tules, which covers the left heel. The patient complains of tenderness in this 
region when walking and when the area is pressed or otherwise manipulated. A 
bleod count showed 64 per cent hemoglobin, 3,750,000 erythrocytes and 7,200 leuko- 
cytes, with 69 per cent polymorphonuclears and 21 per cent lymphocytes. Her 
Wassermann reaction was negative. She has been pregnant five times, all but the 
first pregnancy terminating in miscarriage from the third to the sixth month. 
She had a trachelorrhaphy for chronic endocervicitis seven years ago and an 
operation on the gallbladder in 1929. Roentgenograms of her teeth and lungs 
revealed no pathologic changes. 

DISCUSSION 

Dr. Greorce C. ANprEws: I do not see any signs of psoriasis in the patient 
tonight. 

Dr. AntHony C. Crpottaro: When a diagnosis of pustular psoriasis is made 
a two-sided discussion always comes up. This case presents clinical features 
similar to those described by A. W. Barber (Brit. J. Dermat, 42:500 [Nov.] 1930). 
He called the condition pustular psoriasis. The distinct features are flat-topped 
sterile pustules which have been described as lakes of pus in sharply demarcated 
dark red squamous patches, bilaterally situated on the soles and palms. The con- 
dition is extremely recalcitrant to treatment. My understanding is that psoriasis 
does not necessarily have to be present elsewhere on the body. Ner is a positive 
history of psoriasis in the family necessary. I agree with the diagnosis presented. 
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Dr. Paut E. Becuet: I believe that the burden of proof as to whether pus- 
tular psoriasis is a clinical entity still lies with the proponents of that theory. 
Most of the cases presented with that diagncsis were, in my opinion, instances of 
either typical trichophytosis or typical recalcitrant pustular dermatitis of the soles. 
Many have been presented with the diagnosis of pustular psoriasis without any 
evidence of psoriasis elsewhere. 

Dr. Georce M. MacKee: I cannot make an unequivocal diagnosis of the erup- 
tion as it appears tonight. Considering the lccation, clinical characteristics and 
history, I favor the diagnosis of pustular psoriasis. Dermatologists who have 
made a study of this disease know that in many instances there are evidences of 
psoriasis on other parts of the body or in the family, or such evidence develops 
later; and that not infrequently the histologic picture is comparable with that of 
psoriasis. Psoriasis can and often does remain circumscribed for many years, and 
it may improve and even disappear after the removal of a focus cf infection. 
Incidentally, lesions of psoriasis will at times give a histologic picture of eczema. 

Pustular psoriasis of the palms and soles is bound to be confused with dermato- 
phytosis, dermatophytid, acrodermatitis, dermatitis repens and pustular bacterid. 
The pathegnomonic symptoms are location; stubbornness under treatment; exacer- 
bations and remissions; the presence of a squamous area studded with pustules, 
which may be vesicular for a few hours when they first appear; sterility of cul- 
tures, and the fact that the squamous element does not disappear during remissions. 
I have never seen a 100 per cent cure, but in most instances the disease becomes 
much less active in time and the patient is satisfied. 

Dr. J. FRANK Fraser: I agree with Dr. MacKee’s view that there is such 
an entity as pustular psoriasis. In the active stage of the lesions, the presence 
of pustules is characteristic. In the quiescent stage, the microscopic picture is 
that of psoriasis. It is important to differentiate the ccndition from pustular 
bacterid. 

Dr. Davin Bitoom: I have observed this patient for a number of years, and 
there is no doubt that the condition is so-called pustular psoriasis. This name 
has been given to such lesions for a number of good reasons, which have been 
repeatedly enumerated in discussions and papers. Although it is possible that in 
scme cases these features are due to a focus of infection and may be called 
bacterids, yet I find that Dr. Andrews has not proved his contention satisfactorily. 
Until it is definitely proved that sometimes the condition is a bacterid, it is justifiable 
to call it pustular psoriasis in all cases. . 

Dr. Georce C. ANDREWS: The name pustular bacterid covers only one group. 
Similar manifestations have been cured by removal of foci of infecticn. I will 
leave open the question whether there is such a thing as pustular psoriasis of 
the extremities. 

The hemoglobin concentration of this patient is about 60 per cent, and I believe 
that she has some such focus or a severe toxic condition. It is surprising how 
little medical work-up is done in these cases; and yet I believe it is by such 
means that cure is achieved. This anemia is an important and a serious thing, 
and possibly the cause of it and of her cutaneous trouble are identical. I think 
one should seek the cause of the anemia and give her a more complete medical 
examination than she has had. Dr. Wise brought out one example of erythema 
multiforme of many years’ duration which had been treated by numerous physicians 
and had never improved, but when sulfanilamide was given, the condition cleared. 
It is possible that that man had a streptococcic focus some place. 

Dr. E. Witttam ApramowitTz: I should like to inquire whether the K6bner 
phenomenon has ever been observed in cases of so-called pustular pscriasis of 
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Melanocarcinoma. Presented by Dr. Maurice CosTeELLo. 


A. T., a man aged 22, states that in September 1937 he noticed a lesion that 
looked like a pinhead-sized freckle on the middle of the lateral aspect of the lobe 
of the left ear. This gradually increased in size, and by December 1937 it covered 
the lateral and the lower half of the medial aspect of the lobe. It was brownish 
black. It caused some thickening and hardness of the affected lobe. In February 
1938 it was thought to be an ordinary pigmented mole. It was treated by electro- 
desiccaticn three times at intervals of two weeks. Refrigeration with solid carbon 
dioxide was used on four occasions. This apparently arrested the progress of 
the lesion, which already had begun to spread toward the helix. The patient stated 
that in August it had practically disappeared except for a bluish black pea-sized 
area at the auricular notch, where the lobule joins the face. Since Dec. 3, 1938, 
it has shown increased activity, so that at present it appears as a shiny bluish 
black infiltrated lesion half the size of a dime, beneath which can be palpated a 
marble-sized hard swelling. There is some enlargement of the left parctid gland. 
There has been no loss of weight, and a roentgenogram of the chest revealed no 
metastases. Transillumination of the lobe of the left ear makes the lesion and its 
surrounding pinhead-sized satellites more visible. 


DISCUSSION 


Dr. Georce M. MacKee: I agree with the diagnosis, but the most important 
question here is what to do. I favor an intensive dose of roentgen or gamma rays, 
followed by a radical operation, regardless of mutilation, which can be repaired 
later by plastic methods. If the involvement is local, it can be cured. If metastasis 
has occurred, the prognosis is hopeless. I doubt that the original lesion was a 
common mole. 

Dr. J. FRANK Fraser: I do not think there is any doubt that the lesion is a 
melanoma. The slight enlargement of the lymph node in the neck does not in 
itself constitute a contraindication to treatment, because there is always a chance 
that the enlargement of a lymph node may be inflammatory. On the other hand. 
it must be remembered that this lesion has been submitted to various forms of 
irritation—electrodesiccaticn and treatment with solid carbon dioxide. One recalls 
here the experiments of L. C. Knox, conducted in Francis Carter Wood’s labora- 
tory with carcinoma in rats (Ann. Surg. 75:129 [Feb.] 1922). In one group of 
animals the lesions were palpated daily over a period of weeks. The lesions that 
were palpated showed a greater incidence of metastases than those of control 
animals left alone. Metastases in all the cases were in the lungs. In 1927 M. C. 
Marsh conducted similar experiments (J. Cancer Research 11:101 [March] 1927). 

In regard to treatment, I do not agree with those who advise irradiation. These 
tumors are resistant to radiation, and I think the fact that electredesiccation has 
been practiced should make this lesion still more resistant. I do recall, however, 
in this connection a patient presented by Dr. Andrews because of melanoma who 
did show improvement from irradiation. If there is no evidence of metastases, 
the growth should be excised. 

I remember a case in which the primary lesion was nonpigmented and the 
nodes in the axilla were as black as coal. 

Dr. Georce C. ANDREWS: My patient had a nonpigmented melanoma of the 
chin which was rather large. It was treated by the Coutard technic with high 
voltage. He received a total of about 8,000 roentgens, and the lesion improved 
a great deal. However, after a few weeks, pigmented nodules appeared within 
the tumor and grew rapidly. Dr. Jerome Webster operated on him, removing 
most of the chin and neck and dissecting the neck thoroughly, and he has been 
well since the operation, about eight months ago. Radiation therapy in that 
case was not successful, but surgical treatment has so far given a good result. 


Dr. Davin Bioom: This case brings up the important problem of the treatment 
of some pigmented nevi, for this is the second case in which a melanoma followed 


= 
ag 
ay 
ig 
a 
. 


SOCIETY TRANSACTIONS 299 


treatment of a pigmented nevus. I do not remember exactly how the nevus of this 
patient looked before treatment was instituted, but according to the description it 
seems to have been similar to that of a young girl I have observed—a quarter-sized 
dark brown plaque, with short thin hairs on the left ala nasi. Numerous treatments 
with solid carbon dioxide and electrodesiccation produced a good cosmetic result, 
but suddenly a bluish pea-sized tumor developed, strongly suggesting melanocarci- 
noma. It seems, therefore, to me that such plaques, slightly raised above the skin, 
dark brown and showing only downy hair, should be given a guarded prognosis, 
and if treatment should be indicated, only radical removal should be permitted. 

Dr. Davin L. SATENSTEIN: In cases like this, one man’s guess is as good as 
another’s as to what the lesion will show histologically. Study of the surface 
cannot foretell what the deep structure is. 

Dr. E. WitttraM ApraAmowitz: I started to transilluminate growths of the 
skin with the ultraviolet lamp at first, but in the past year I have found an 
ordinary flash bulb in a dark room just as effective. The procedure seems to 
be a help in detecting malignant lesions, especially those of a pigmented type. 
I think tonight this was nicely demonstrated, for transillumination of the affected 
ear tip revealed little opaque dots lying outside the original area, also opaque, to 
which treatment was given. I have observed on several occasions that if a lesion 
suspected of being a melanoma appears transparent on transillumination, it will 
turn out to be a cyst of some kind or an otherwise benign growth on microscopic 
study. 

Dr. GeorceE M. Lewis: If the clinical appearance was not typical enough to 
allow a correct diagnosis early, one may wonder whether some of the nevi that 
are considered benign are in reality melanomas. I have been under the impression 
that one can differentiate benign and potentially malignant nevi according to their 
clinical appearance. Specifically, I have never seen any bad results from electrolysis 
of nevi which contained hair or of light brown nevi. 

Dr. ANTHONY C. CrpoL__aro: The question has been brought up as to whether 
the treatment of ordinary hairy moles by electrolysis, refrigeration with solid carbon 
dioxide or fractional electrodesiccation causes them to become malignant. It is 
necessary to accept the clinical experiences cf those who have handled such lesions 
for many years. Drs. MacKee and Wise and others contend that ordinary moles 
treated by electrolysis or refrigeration with carbon dioxide do not become malig- 
nant. At least that has been their experience. Those that do become malignant 
after treatment were malignant lesions from the start. 

Dr. GeorcE M. MacKeEeE: Unlike the patholcgists, I am guided by color, dura- 
tion, hair, evidence of inflammation or activity of any kind. I will not treat a 
slate black, blue, black, bluish or brownish black lesion by any partially destructive 
method. I have treated a large number of what I call common moles by electrolysis 
over a period of thirty years, and I have never observed a single instance of 
malignant change. 

Dr. E. Wittram ApsramowirTz: I should like to ask Dr. MacKee what he 
tells a patient who asks him if it is absolutely necessary to have a mole removed. 

Dr. GeorcGe M. MacKee: The answer depends on the clinical type and the 
location. So far as the common mole is concerned the answer is yes, if it is in 
a location subject to repeated traumatism over a period of years, not because it is 
a mole but because of the traumatism; otherwise the answer is no. 

Dr. Maurice Costetto: I saw this young man for the first time several days 
ago. His history states that the initial lesion was a pigmented mole clinically. If 
the original diagnosis was correct, this is the second ordinary common pigmented 
mole I have seen this year that became malignant after fracticnal therapy with solid 
carbon dioxide and electrodesiccation. 
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Gumma and Cancer of the Tongue. Presented by Dr. Emmett C. Troxeut. 


H. E., a white man aged 67, a janitor, born in the United States, complains 
of an ulceration of the tongue. His mother died of cancer of the stomach and 
his father of tuberculosis. He had a chancre in 1906 or 1907 and two years’ 
treatment with potassium iodide. There were ulcerations on the legs in 1908 or 
1909, which were cured by home treatment. 

The present illness started with a swelling of the tongue following a bite, 
early in September 1938. The tongue gradually thickened, forming a mass, which 
was not painful and caused little inconvenience, except for the size. Three weeks 
ago the mass broke down and ulcerated. It has been moderately painful since 
ulceration. It has at no time prevented his eating, however. 

The general condition, the results of physical examination and the appearance 
are normal for a man of his age. 

The left half of the tongue is ulcerated, with a large lateral crater coated 
over with sloughing tissue. The margin of ulceration is granular and somewhat 
overhanging. The entire involved area is greatly infiltrated, firm and hard to 
the touch. 

The urine showed a trace of albumin. The blood count showed 3,230,000 
red cells, 6,200 white cells, with 75 per cent polymorphonuclears, 22 per cent 
lymphocytes and 3 per cent endothelial cells, and 64 per cent hemoglobin. 

There has been no treatment, except one injection of a bismuth preparation. 

Report on a biopsy was as follows: “The tissue from the tongue showed a 
stratified epithelial border, which was thickened, infected and ulcerated. Close 
beneath the stratified epithelium was an infiltrating epithelial new growth. There 
were considerable anaplasia and some examples of mitosis. The diagnosis was 
infected and ulcerated carcinoma of the tongue.” 


DISCUSSION 


Dr. Rosert C. JAMiesON: So few cases of this type came under observation 
that a lesion on the tongue leaves one a bit at sea as to whether one is dealing 
with late syphilis or with cancer. Too often degenerative changes have started 
by the time treatment is decided on. Antisyphilitic treatment may be satisfactory 
for a while; involution may progress to some extent and then stop. If treatment 
is continued too long the patient loses his chance of having anything satisfactory 
done for the growth. Therefore, too long cortinuation of treatment in these cases 
is to be guarded against, in spite of the fact that there is, undoubtedly, a syphilitic 
ulceration, especially if the improvement of the lesion stops under medication. 


Dr. F. R. MenaGu (by invitation): I have never seen a lesion of this type 
in a patient this man’s age that was syphilis and not carcinoma. I have never seen 
a pure gumma. 

Dr. Paut A. O’Leary, Rochester, Minn. (by invitation): I feel that the lesion 
on the tongue is malignant rather than gummatous. On several occasions I have 
found an epithelioma of the tongue surrounded by a gummatous infiltration which 
obscured the underlying malignant change. After the use of arsphenamine and 
one of the heavy metals the syphilitic infiltration subsided, leaving the epithelioma 
prominent and readily recognized. Gummas of the tongue are rare in my experi- 
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ence, while leukoplakia and subsequent cancer are common. My observation has 
been that malignant degeneration is decidedly more common when one of the ars- 
phenamines has been given for syphilitic leukoplakia than when the treatment has 
been limited to bismuth or mercurial medication. 


Tuberculosis Verrucosa Cutis. Presented by Dr. Loren W. SHAFFER (for the 
City Physician’s Office—Drs. J. F. Kilroy and S. H. Sauter). 


|. G., a Negro aged 35, presents a sore on the right hand. He states that he 
has not had tuberculosis. Two sores began to appear on the knuckles of the right 
index and middle finger in 1930. These were treated at Harper Hospital, and 
both lesions were removed surgically in 1932. 

The lesion on the knuckle of the index finger recurred and has been slowly 
increasing in size. There is some pain and tenderness and occasional bieeding 
following trauma. On the knuckle of the right index finger there is an elevated 
granulomatous and verrucous lesion approximately 1 inch (2.5 cm.) in diameter, 
covered with a crust. 

The Kahn reaction of the blood was negative. 


Inoculation Tuberculosis; Scrofuloderma. Presented by Dr. J. R. Roary. 


M. F., a girl aged 3 years, presented a lesion on the upper part of the right 
cheek, lateral to the right eye about four months ago, which has failed to heal and 
has persisted almost unchanged until the present time. There is an inch (2.5 cm.) 
long recent surgical scar surrounded by an erythematous areola beneath the angle 
of the jaw. The mother states that a lump appeared in this area about three 
weeks after the original lesion was noticed near the eye. Hot applications to this 
mass for about a month were followed by opening of the lesion by the family 
physician, and a great deal of pus was drained. 

Three weeks ago another lump appeared in the right parotid region, in front 
of the ear, and this has persisted without change. It is purplish red, diffusing 
gradually into the surrounding normal skin of the cheek, is the size of a hazelnut 
and has a doughy consistency on palpation. The original lesion near the right 
eye is about 1 cm. in diameter, erythematous and slightly raised above the sur- 
rounding skin, with a central area covered by a firm grayish crust, beneath which 
is a thin purulent exudate. 

There are no apple jelly nodules on diascopic pressure. 

The patient’s paternal grandfather, aged 68, was in the United States Marine 
Hospital several years ago with “lung trouble.” He does not live with the patient 
but has been in contact with her at various times. 

The tuberculin test gave a positive result. A roentgenogram of the chest 
showed no abnormality. The patient has had roentgen therapy to the glands at 
the Herman Kiefer Hospital. 


Lupus Erythematous Disseminatus. Presented by Dr. Rosert C. JAMIESON. 


G. P., a white housewife aged 32, born in the United States, presents ery- 
thematous lesions on the face and arms, varying from large plaques to lesions 
5 mm. in diameters. The disease began four years ago, after a severe sunburn, 
and has become progressively worse, until its present extent was reached. It 
appears to be stationary at the present time. Repeated physical examinations 
showed no abnormality. 

On the nose and cheeks are erythematous confluent areas covered with a slight 
scale and showing a moderate degree of atrophy. On the back, chest and arms 
there are small lesions, all showing the same clinical characteristics—rather bright 
ted, atrophic and slightly scaly spots. At times small intracutaneous and sub- 
cutaneous lesions have been noticed on the extremities, together with some pain,. 
malaise and rise of temperature. 

The laboratory data have been repeatedly normal. Gold, quinine and sulfanil- 
amide medication have produced no results. 
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Lupus Erythematosus. Presented by Dr. Loren W. Suarrer (for the City 
Physician’s Office—Drs. J. F. Kilroy and S. H. Sauter). E 


C. H., a Greek woman aged 50, complains of an eruption on the cheek and 
nose, which began one year ago, slowly spreading to form the present irregular 
butterfly pattern. The lesions consist of rather sharply defined scaly erythematoys 
papules with superficial scarring in the central portion and a group of large 
comedos on the left side of the nose. The eruption is more patchy than is usyal 
for lupus erythematosus. No apple jelly nodules have been demonstrated, and the 
possibility of erythematoid lupus vulgaris has been considered. 

The laboratory reports have been persistently normal. She has had active 
therapy for seven months at a private clinic, without response. 


Tuberculosis Cutis. Presented by Dr. Rosert C. JAMIESON. 


H. C., a white woman aged 54, born in Canada, presents granulomatous lesions 
consisting of a reddish yellow elevated smooth nodular area involving the greater 
part of the upper lip and extending down to the mucous membrane. The lesions 
are infiltrated, doughy, painless and yellowish on diascopic pressure. There js 
no tendency to ulceration, scaling or crusting. Below the right eye are several 
similar lesions the size of a small pea. 

Her family and past history are irrelevant. 

A small nodule appeared four years ago on the upper lip, with a gradual 
increase in extent, until almost the entire right side of the lip was involved, 
Later smaller lesions of a similar character appeared on the right cheek, below 
the eye. 

The Wassermann reaction of the blood was negative, as were all other labora- 
tory findings. The biopsy report showed chronic epithelioid tuberculosis. 

The cheek has been treated with solid carbon dioxide with improvement, The 
lesions on the lip received 200 roentgens of filtered roentgen rays at intervals 
of two weeks, with definite involution. 


DISCUSSION OF CASES OF TUBERCULOSIS 


Dr. Georce H. Betote, Ann Arbor, Mich.: I think there is a considerable 
amount of material for discussion in this group of cases. In fact, in 1 or 2 the 
picture is somewhat rare. 

In the first case, while I did not see the microscopic slide, the condition is, 
I think, one seen commonly in Negroes, particularly here in Detroit, and I pre- 
sume it is akin to the type of tuberculosis of the Negro being seen elsewhere. 
It is often difficult, clinically, to distinguish between verrucous tuberculosis and 
blastomycosis. I recall in the past five or six years having always had the same 
battle over this same type of lesion, and in practically every case it has been 
impossible to demonstrate blastomyces. I think this case can be accepted as one 
of the verrucous type of tuberculosis of the Negro. 

I should rather, with the members’ permission, discuss the cases of probable 
true tuberculosis first and leave those of lupus erythematosus group to the latter 
portion of the discussion. I think Dr. Rogin’s case is one of an extremely rare 
lesion, an example of the so-called primary tuberculous complex in a youngster 
without previous infection and without previous immunity. The primary lesion 
is close to the eye, and the bubo is comparable to the satellite-like bubo accom- 
panying syphilis in the preauricular region. I suspect that there are less than a 
dozen instances of such involvement reported in the American literature. 

The other case that probably is one of tuberculosis is Dr. Jamieson’s second 
case. I accepted the pathologic diagnosis on that, but I made a reservation that 
the lesion looks like tertiary syphilid. I think that practically all the members 
would agree that this lesion, without a microscopic examination, could easily pass 
for a tertiary syphilid of the face. However, I later saw the slide, and I believe 
from examination of the slide it is tuberculosis, but I am not too sure. 
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Dr. Jamieson’s first case, I think, was a fine illustration of the disseminated 
type of lupus erythematosus with a good example of oral lesions that go along 
with this condition. I am surprised that the lady has lived as long as she has. 
This history goes back, I am told, some four years, and while she has had pre- 
vious episodes of arthralgia—I am not sure true arthritis, but at least arthralgia 
—apparently she recovered from those. Recently she told me she had been losing 
considerable weight and having a considerable amount of fever. 

Dr. Shaffer’s second case, I think, is a reasonably good example of the ordi- 
nary butterfly distribution of the usual discord lupus erythematosus. 


Dr. Paut A, O’LEary, Rochester, Minn. (by invitation): This group of cases 
warrants considerable discussion. Dr. Rogin’s case is to me an instance of typical 
inoculation tuberculosis with associated tuberculous adenitis. Stokes described 
this entity in this country some fifteen years ago (Am. J. M. Sc. 169:722, 1925), 
but for some reason his contribution attracted little attention. The entity to me 
constitutes a distinct problem from the so-called primary tuberculous complex. 

I have had under observation approximately 15 additional cases of inoculation 
tuberculosis of the skin in children, farmers, veterinarians and physicians. The 
course in each has been, to my present knowledge, uneventful in that a dissemi- 
nation beyond the glands adjacent to the “chancre” has not occurred and the 
adenitis involuted rapidly in most cases after roentgen therapy. In a few of the 
cases the tuberculous glands were surgically excised with equally satisfactory 
results. The picture of a cutaneous tuberculous “chancre” and adenitis offers to 
me a different problem for the discussion of allergy in tuberculosis than does the 
so-called primary complex. The development of a Ghon tubercle followed by the 
appearance of a tuberculous process in some remote part of the body is distinct 
from inoculation tuberculosis. 

I readily agree that the so-called primary complex is a manifestation of recently 
acquired tuberculosis, but other than that the two entities have little in common 
Because of the frequency with which inoculation tuberculosis was encountered in 
farmers and veterinarians, I have endeavored to establish the fact that the bovine 
or avian type of the tubercle bacillus, rather than the human, was the cause. My 
efforts, however, in this respect have been futile. The primary lesion may appear 
as a superficial ulceration or as a group of tubercles in the classic apple jelly 
nodule form, or the ulceration may be surrounded with tubercles. A bandlike or 
cordlike lymphangitis usually connects the primary lesion and the adenitis. 

I admit that this discussion is academic, but I believe inoculation tuberculosis 
should be distinguished clinically from the primary complex if for no other reason 
than that the former is a self-limited and frequently self-controlled cutaneous 
process, while the latter is a primary pulmonary disease often self limited but 
frequently followed by systemic metastases. 

It is indeed unusual that with such a pronounced attack of disseminate lupus 
erythematosus Dr. Jamieson’s first patient is alive and as well as she appears. It 
emphasizes the point that the degree of cutaneous involvement in disseminate lupus 
erythematosus is not an accurate index of the toxicity of the process, as the members 
have all seen patients with only a few cutaneous signs of the disease succumb 
quickly to their first attack. 

For Dr. Jamieson’s second patient a nodular ulcerative syphilid seemed the more 
probable diagnosis to me. In addition to central atrophy, induration, arciformity 
and unilateral distribution of the lesions on the face, the patient has the clinical 
signs of tabes dorsalis. 


Dr. HarTHER L. Kerm: In reference to the case just mentioned, in my opinion, 
from the clinical picture, if the serologic tests had been positive one would not 
hesitate to make a diagnosis of a nodular nonulcerative tertiary syphilis. However, 
on studying the microscopic picture, I was impressed with the number of giant 
cells and epithelioid cells, and I feel that from the histologic changes alone a 
diagnosis of tuberculosis seems more tenable. 
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Dr. H. Pinxus, Eloise, Mich.: I think the biopsy showed typical sarcojq 
structure. There were compact nodes of epithelioid cells, few lymphocytes and 
hardly any necrosis. These observations, however, do not exclude syphilis. 


Presented by Dr. Arruvr 


Lupus Pernio (Chilblain Lupus—Hutchinson). 
E. and Dr. Crype K. HASLeEy. 

J. G. a Jew aged 50, a peddler, was first seen on Feb. 11, 1938, when the 
condition was about as it is today. About a year previously, after exposure to 
extreme cold, he noticed a red spot on the left cheek. This spread slowly, unti 
it involved the entire face, the bridge of the nose and parts of the forehead. The 
lesions faded somewhat during warm weather, but returned to the former state 
with the onset of cold weather. 

The lesion is now confluent, violaceous and raised and covers both cheeks, the 
chin and the nose in more or less butterfly fashion. It is smooth, with no secon- 
dary changes. There is a moderate amount of infiltration, and there has been 
recently a slight amount of itching. The mouth, the circumoral region and the 
chin are not involved. The Wassermann reaction of the blood was negative. 


DISCUSSION 


Dr. GeorceE H. Betore, Ann Arbor, Mich.: The only objection I have to the 
designation of pernio in this case is the location of the lesion. I do believe that 
it belongs in the group of superficial lupus erythematosus, but there is hardly 
enough to the distal portions of the appendages involved to make the picture 
typical. I should accept it as a superficial type of lupus erythematosus, and if 
one can accept the history, I should also say that it probably is lupus pernio. 
However, it is a little unusual in distribution. 

Dr. Paut A. O’Leary, Rochester, Minn.: This patient presents the picture 
of erysipelas faciei perstans, a name suggested by Kaposi years age. I believe 
that the condition is a superficial type of lupus erythematosus with a minimum of 
scaling, plugging and atrophy. The response to gold therapy has not been as 
encouraging as one would expect for such a superficial process. 


Annular Lichen Planus. Presented by Dr. Loren W. SHarrer (for Dr. R. F. 

Wakefield). 

R. L., a white man aged 49, a bartender, presents scattered discrete roughly 
annular lesions on the upper part of the chest. The lesions vary from 0.5 to 2 cm. 
in the long axis. There is, apparently, no erythema, but definite pigmentation of 
the slightly raised borders. The central areas are clear, but show a thin firmly 
adherent translucent scale. There are some similar lesions on the left wrist. 

The eruption started on the flexor surface of the left wrist one year ago and 
on the upper part of the chest three months ago. There are a few lesions in the 
mouth. 

The laboratory reports were all negative. The biopsy report follows: “A small 
section of a small lesion showed some acanthosis and poor staining quality of the 
prickle cell layer. Below the epidermis there was an interrupted cellular infiltrate, 
with a rather distinct lower border in the middle part of the cutis. The infiltrate 
consisted mainly of small round cells, and throughout there was vascular prolifera- 
tion. In some areas the cuboidal character of the basal cells had been lost, and 
they appeared to merge into the infiltrate. The lower part of the cutis showed 
some perivascular infiltration.” 


A Case for Diagnosis (Lichen Planus). Presented by Dr. Loren W. 
SHarFeEr (for the City Physician’s Office—Drs. J. F. Kilroy and S. H. Sauter). 
N. F., a married Negress aged 30, presents an eruption which began in the 
late spring of 1938. She reported to the City Physician's office in July 1938, at 
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which time a tentative diagnosis of lichen planus was made. The eruption has 
persisted and spread, particularly on the trunk, and now presents features sugges- 
tive of persistent pityriasis rosea, with marked hyperpigmentation. There is no 
history of medication. 

The patient is obese and presents pigmented annulopapular lesions on the trunk 
and inner parts of the thighs, with a slight scale. The lesions vary roughly from 
0.5 to 1.5 cm. in their long axis. Those on the upper part of the trunk appear to 
follow the lines of the cleavage of the skin, particularly posterolaterally, suggesting 
pityriasis rosea. The general examination revealed dental caries. 

Histologic examination showed little abnormality. There was slight hyper- 
keratosis, and the basal cells showed a heavy pigmentary deposit. There was some 
widening of the papillary vessels, but little cellular infiltration. The remainder of 
the cutis presented only a moderate perivascular infiltrate. 


Acute Generalized Lichen Planus. Presented by Dr. LorEN W. SHAFFER 
(for the City Physician’s Office—Drs. S. H. Sauter and J. F. Kilroy). 


S. R., a Serbian woman aged 52, presents an eruption which began below the 
left knee in October 1938 and spread rapidly to involve the arms and legs, with 
scattered lesions on the trunk. There is no mucosal involvement, but pruritus is 
severe. 

The lesions are annular papular lesions with a violaceous sheen to the flat 
surfaces and a tendency to verrucous hypertrophy, especially over the tibia. 


A Case for Diagnosis (Linear Eruption). Presented by Dr. Loren W. 
SHAFFER (for the City Physician’s Office—Drs. S. H. Sauter and J. F. Kilroy). 


R. W., a white woman aged 45, presents a linear dermatitis beginning in the 
middle of the right gluteal region and extending down on the back of the thigh 
to the second toe. The lesions are slightly verrucous and definitely linear and 
more diffuse on the lower part of the leg. There is severe pruritus. The Kahn 
reaction of the blood was positive. Biopsy showed subacute eczema. The epi- 


dermis showed areas of hyperkeratosis, parakeratosis and acanthosis with both 
intracellular and extracellular edema. Without the epidermis there were many 
wandering cells in the widened extracellular lymph spaces. The papillae were 
edematous and showed a considerable infiltrate of round cells and some poly- 
morphonuclear leukocytes. The remainder of the cutis showed some dilatation of 
the blood and lymph vessels and a decided perivascular infiltration. 


DISCUSSION OF CASES OF LICHEN PLANUS 


Dr. LornEN W. SHAFFER: The first patient presents annular lesions with some 
tendency to atrophy on the chest as well as rather typical lesions of lichen 
planus in the mouth. I do not think there is any particular question about 
the diagnosis, and biopsy of the lesion on the chest showed a picture compatible 
with the diagnosis of lichen planus. 

The type represented by the second patient is a condition I am much interested 
in, for several reasons: First, because seemingly this type of complication is 
frequent in Negroes under treatment for syphilis. The picture is not typical, and 
I do not believe that it can be accepted as one of lichen planus. Generalized lesions 
usually occur in areas typically affected by pityriasis rosea. They are associated 
with hyperpigmentation, which is suggestive of lichen planus. Microscopically, 
in a number of cases it has been impossible to find a pathologic picture compatible 
with lichen planus, and the question of differential diagnosis between pityriasis 
rosea, lichen planus and a possible bismuth eruption is ever present. 

There was a biopsy in the second case, and lichen planus could not be 
demonstrated. I should like to hear the opinion of other members who are dealing 
with Negroes and meeting this same complex. 
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The third case, I felt, was one of typical acute generalized lichen planus, 
Peculiarly enough, in spite of the generalized extensive lesions, the patient had no 
involvement of the mucous membranes. 

The fourth case presents a problem in classification. My clinical impression 
at the first observation was linear lichen planus. The sudden onset, the rapid 
progression in the course of a couple of weeks to its present distribution and the 
evolution, plus the linear character, extending right to the end of the second toe, 
would indicate an acute process and eliminate, I believe, the possibility of ichthyosis 
hystrix or linear nevus. There is a possible relation to injections of a bismuth com- 
pound, which the patient has been getting intramuscularly. Herpes zoster rather 
frequently follows such injections. However, the linear distribution, its extent and 
the type of grouped vesicles would seemingly eliminate herpes zoster. 

I should like to hear from Dr. Pinkus, because he showed me a reprint of his 
father’s report on a series of inflammatory linear dermatoses that seemingly fit 
well with this clinical picture. 

Dr. H. Pinxus, Eloise, Mich.: Dr. Shaffer allowed me to study the section 
in the fourth case. The section recalled to my mind a paper on linear dermatoses 
written by Dr. Felix Pinkus more than thirty-five years ago (Dermat. Ztschr, 
11:19, 1903). Dr. Pinkus demonstrated in serial sections of 2 cases that each 
papule corresponds to the area of ramification of one of the small ascending blood 
vessels which form the so-called second venous net. The pathologic process was 
that of a mild subacute inflammation with cutaneous edema, perivascular round 
cell infiltration and emigration of leukocytes into the spongiotic and parakeratotic 
epidermis. The nerves were not involved. The author was able to collect several 
cases of similar involvement from the literature, and concluded that these eruptions, 
which Unna in his textbook included in the group of linear nevi, represent a 
peculiar disease which must be differentiated from such well known dermatoses 
as eczema, lichen planus and herpes zoster. It seems to me that the clinical and 
histologic features of Dr. Shaffer’s case fit the description given by Dr. F. Pinkus. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. Loren W. Suarrer 
(for the City Physician’s Office—Drs. J. F. Kilroy and S. H. Sauter). 


J. T. C., a white man aged 40, presents a crusted exfoliating dermatitis involv- 
ing the palms, with sharply defined lesions, which crack easily and are covered 
by vesiculopustules as the active primary lesion. The left index finger is also 
involved. 

The first attack appeared twenty years ago and involved both the hands and 
the feet. It lasted two years. The second attack appeared fourteen years ago, 
affecting the left hand only. This lasted six months. The third attack appeared 
seven years ago on the left foot and right hand, with a spot on the arm. There 
was no further trouble until the present attack, which began thirteen months ago 
on the internal surface of the left arm. From here it has spread to the present 
areas. 

The Kahn reaction of the blood was negative. Histologic examination showed 
thickening of the skin, involving both epidermis and cutis. The epidermis showed 
hyperkeratosis and acanthosis, with interlacing of the rete pegs. There was 
moderate edema of the intracellular type of the prickle cell layer. A few wander- 
ing cells were seen, mostly small round cells. The cutis showed edema and round 
cell infiltration of the papillary layer and some increase in depth and intensity of 
the connective tissue of the lower part of the dermis. There was a moderate 
perivascular infiltrate. No active suppurative process was seen in the section. 


A Case for Diagnosis. Presented by Dr. Eucene A. Hann, Bay City, Mich. 


R. L., a white school boy aged 17, has erythematous and hyperkeratotic skin 
on the fingers, thumbs and anterior surfaces of the wrists present since birth. 
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The condition is more pronounced in warm weather, particularly when the hands 
are immersed in warm water. He complains of excessive perspiration, which is 
malodorous. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. Loren W. SHAFFER 
(for the City Physician’s Office—Drs. J. F. Kilroy and S. H. Sauter). 


C. L., a white woman aged 48, complains of an eruption on the hands, groin 
and elbows, composed of irregular patches, which are slightly raised and present 
some erythema and slight scaling. The skin surrounding these appears normal. 
There is no evidence of vesiculation and no excoriation. Pigmentation is absent. 

The condition began on the right palm twenty-one years ago, after the birth 
of a child. It cleared and relapsed eighteen years ago in the groin and on the 
arms. She has had recurrent attacks. 

The present attack began eight weeks ago, with sharply defined patches on 
the palms, cubital spaces and groin. The burning and itching are severe. 

The Kahn reaction of the blood was negative. 


DISCUSSION OF CASES OF PALMAR LESIONS 


Dr. Crype K. Hastey: The first case, I think, is one of typical pustular 
psoriasis. I inquired about arthritis, which is usually associated, but the patient 
gave no history of the disease. 

In the second case the eruption is of a different type. I think it is a con- 
genital type, probably dyskeratosis or hyperkeratosis. The fingers are relatively 
uninvolved. 

The third case, I think, is one of typical psoriasis, with a definite history of 
arthritis, appearing comparatively late in the course. 

Dr. GeorcGe H. Berote, Ann Arbor, Mich.: I think the first and the third 
cases are instances of psoriasis. In the third I think perhaps the distribution is 
a little unusual, but I feel that it is one of psoriasis. The second case is much 
more interesting, but the diagnosis is perhaps a little more vague. I believe that 
the condition is a congenital anomaly. There is less hyperkeratosis than is com- 
monly associated with congenital hyperkeratosis. There is some hyperkeratosis 
associated with this, and also a decided redness, which reminds one of the so-called 
congenital red palms and soles described some years ago. However, as I recall, 
that manifestation was not particularly associated with thickening. 


Dr. LorEN W. SHAFFER: I am much interested in the group of conditions 
represented by the first case, and although I believe that this is probably the most 
acceptable instance of pustular psoriasis that I have observed, I think there is 
little uniformity of opinion among dermatologists about this group of dermatoses 
at the present time. 

For one group the diagnoses of chronic resistant vesicular eruptions of the 
palms and soles, acrodermatitis perstans of Hallopeau and dermatitis repens are 
considered. I was anxious to get a biopsy specimen in this case to see if the 
diagnosis could be proved histologically as well as clinically. However, I do not 
think that this case should be passed over and accepted as one of pustular psoriasis 
without further study and discussion. 


Dr. Paut A. O'Leary, Rochester, Minn. (by invitation): It seems to me the 
case is one of psoriasis with a secondary impetiginous involvement distinctive 
from pustular psoriasis. I do not see a sufficient number of examples of this 
disease to warrant expressing an opinion, although I do agree that psoriasis with 
pustules is a different disease from pustular psoriasis. 

My only comment in regard to the third case is that the lesions are nevoid. 

Dr. Howarp J. ParKuurst, Toledo, Ohio: If the condition in the second case 
had been as marked on the feet as on the hands, it would have passed perfectly 
as symmetric lividity of the soles (Pernet). In that condition hyperhidrosis has 
always been found, as it was in this case on both the palms and the soles, 
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associated with sharply outlined, rather dusky erythematous patches. I do not 
believe that the duration would necessarily rule out that possibility, and I should 
like to see the result of using astringents on the palms and soles. 


A Case for Diagnosis. Presented by Dr. Ropert C. JAMIESON. 


W. S., a white man aged 45, an electrician, complains of an eruption of maculo- 
papulovesicular lesions on the arms, trunk and thighs for the past three months. 
He had a chancre twenty-four years ago, while in the army, and was treated for 
six weeks by intravenous and intramuscular injections. The Wassermann reaction 
of the blood was negative in 1917, 

On the arms, trunk and thighs is a moderately profuse eruption consisting of 
lesions in varying stages of development. The earliest lesions are small (5 mm.) 
and reddish to reddish brown, some beings rounded and others elliptic. The 
largest lesions (1 cm. or more in diameter) are involuting. The older lesions are 
somewhat vesicular, excoriated and crusted, with definitely elongated axes, are 
particularly prominent in the inguinal and axillary regions and appear to follow 
the lines of cleavage. The earliest lesions are maculopapular, but as they develop 
they become slowly papular in most instances, and in a few instances vesiculation 
and crusting occur. 

DISCUSSION 


Dr. Loren W. SHAFFER: I think this patient has an excellent example of 
Habermann’s pityriasis lichenoides et varioliformis acuta. I remember the case 
I presented last year at the meeting at Eloise, Mich., of a Mexican with a similar 
eruption that in many ways possibly was even more of the varioliform type (Arcu. 
Dermat. & SypnH. 38:815 [Nov.] 1938). The color, distribution and acuteness 
of the onset and the crusted hemorrhagic lesions make me favor that diagnosis. 


CHICAGO DERMATOLOGICAL SOCIETY 
HamILton Montcomery, M.D., President 
Jan, 18, 1939 
H. Rattner, M.D., Secretary 


A Case for Diagnosis (Scrofuloderma?). Presented by Dr. E. A. O iver 
and Dr. F. J. Kenpricx, Gary, Ind. (by invitation). 


O. D. J., a white man aged 31, was seen for the first time two days ago, and 
the history has been gathered piecemeal from him and by mail from several 
former medical attendants. 2 

His trouble began ten years ago with “boils” on the face and the back of the 
neck. Since the onset the cervical, axillary and inguinal lymph glands, the 
scrotal region and the ischiorectal area have become involved. Wasserman tests 
of the blood, tuberculin tests and roentgenograms of the chest have all been 
reported as giving negative results. Tissue examined when a rectal sinus was 
removed in 1937 was said to have shown acute and chronic inflammation and 
no tubercles or actinomyces. Staphylococcus aureus and Bacillus coli were cul- 
tured from this tissue; Bacillus proteus was cultured from material from one 
of the cervical sinuses. 

Treatment has included use of autogenous and stock vaccines, roentgen rays 
and radiation from the quartz mercury vapor glow lamp, dissection of glands 
and lately sulfanilamide medication. 

Examination shows suboccipital nodulopustules, draining sinuses and cordlike 
scarring in the cervical, inguinal and scrotal areas and right axilla. The left 
axilla is scarred but presents no active lesions. Much scarring is present at the 
sides of the anus. 
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DISCUSSION 


Dr. H. E. Micuetson, Minneapolis: If the case was presented as one of 
<crotuloderma, I should not agree with the diagnosis. I think the patient belongs 
to the group of persons subject to various types of pyoderma, in whom the con- 
dition is chronic. I was asked to suggest treatment, and I should give injections 
of neoarsphenamine and sulfur baths and advise extreme cleanliness. 


A Case for Diagnosis (Acne Urticata?). Presented by Dr. Freperick R. 
SCHMIDT. 


L. S., a woman aged 33, first began to have “water blisters” on her face after 
4 sinal infection one and a half years ago. She was first seen by the presenter 
in April 1938, with what was apparently dermatitis venenata of the face. She 
had been applying various remedies that had irritated the skin. Later it was seen 
that the facial eruption was composed of discrete split pea-sized vesicles on a 
reddened skin. Since her first visit to the office many such vesicles have appeared 
on the face. 

The evolution of the lesion is always the same. Itching for a few hours is 
followed by a small spot of redness, in the center of which a vesicle appears. 
This ruptures or is squeezed by the patient, and the crust soon disappears without 
leaving a scar. The skin in part appears atrophic. No lesions have appeared 
on the mucous membranes. 

Cultures of material from the vesicles were sterile. The blood and urine were 
essentially normal. A test for hematoporphyrin gave negative results. 

The patient has repeatedly stated that she has taken no medicine. Vaccination 
with fluid from the vesicles was unsuccessful. Treatment has included injections 
of bismuth preparations and of sodium gold thiosulfate and: roentgen therapy. 
No aggravation of the lesion following the ingestion of iodides was noticed. 


DISCUSSION 


Dr. Upo J. Wire, Ann Arbor, Mich.: I do not think it is possible to make a 
definite diagnosis in this case. Two ideas have occurred to me: (1) There was 
a history here of sinal disease, which might possibly account for the symptoms 
of an erythematous eruption, but (2) it seems to me that the pattern is too uniform 
for erythema. I wonder if this young lady is not in an incipient stage of lupus 
erythematosus. The lesions may be the result of some photosensitivity. 


Dr. Harry R. Foerster, Milwaukee: The patient’s own observation would 
support Dr. Wile’s suggestion of a photosensitization effect. She told me that 
the condition is more severe during bright sunshiny weather and that aggravation 
has usually occurred after she has been outdoors. I should support that diagnosis 
and a consideration of lupus erythematosus, in view of the distribution of the 
lesions in the malar regions and on the bridge of the nose. I think the condition 
may be incipient lupus erythematosus, with light sensitization as a predisposing 
factor. 

Dr. FrepertcK R. Scumipt: Observation of this patient for a year led me 
to conclude that her dermatitis is not photosensitive. It improved under 
exposure to sunlight, and some of the worst attacks occurred during cold weather. 
Its failure to respond to gold or bismuth therapy would tend to rule out lupus 
erythematosus. Neither does the eruption appear to be a dermatitis medica- 
mentosa, 

_ I have been wondering whether it is acne urticata, first described by Wilson 
in 1873. It fits in with the description of the early literature. The lesion is 
preceded by severe itching and followed by an area of redness, in the center of 
which a small vesicle appears. The lesions do not occur in groups but singly. 
They do not leave scars unless they are secondarily infected. Under the micro- 
scope in most of the cases that have been studied the lesions have shown edema 
of the papillary body and superficial vascular dilatation with round cell infiltra- 
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tion, apprcaching in some respects the picture of urticaria but more closely that 
of dermatitis herpetiformis. This is the opinion Frieboes and others haye 
expressed. 


A Case for Diagnosis (Extensive Late Syphilid with Erythroplasia of 

Queyrat?). Presented by Dr. James H. Mitcuett and Dr. W. W. Torry 

(by invitation). 

H. M., a man aged 58, states that for approximately seven years he has had 
many red scaling areas on his trunk, arms and legs, which occasionally form open 
sores but otherwise do not bother him. However, three years ago a reddened moist 
growth began to form on his penis; this has enlarged, especially during the past 
seven months. 

Examinations shows many large circinate scaling and in places ulcerated lesions. 
Atrophic, parchment-like scarring is evident in some of the lesions about the 
elbows, the lower part of the abdomen, the right thigh and buttock and the knees. 
On the dorsum of the glans penis and prepuce is a soft, moist, almost verrucous 
pinkish red mass which is not infiltrated. The inguinal glands are normal. 

The patient states that he had a chancre years ago, and he had a 4 plus 
Wassermann reaction on admittance. Two injections of 0.3 Gm. of neoarsphen- 
amine have caused a decided resolution of the cutaneous lesions and a questionable 
improvement of the penile lesion. 

Microscopic examination of tissue removed from the penis showed moderate 
acanthosis, an intact basal layer, edema and some vacuolated cells in the epidermis. 
In the corium there were vascular dilatation and an infiltrate largely made up of 
plasma cells with some round cells and a few polymorphonuclear leukocytes. 


DISCUSSION 


Dr. CLarK W. FINNERUD: I am interested in this lesion, as I have seen two 
grossly similar lesions recently, one on the side of the tongue and one on the 
buccal mucous membrane, on neither of which have I obtained permission for a 
biopsy as yet. After examining the lesions and sections of today’s patient, I have 
the impression that they probably are not compatible with erythroplasia of 
Queyrat. They may be an unusual manifestation of condyloma acuminatum, but 
I cannot be certain. 

Dr. Uno J. Witz, Ann Arbor, Mich.: I agree in the main with what 
Dr. Finnerud has said. I should call the condition infected papilloma. I think 
it is precancerous and that there is definite evidence of activity of the papilloma 
which would put it in the group of potentially malignant growths. I do not think 
it is anything like erythroplasia of Queyrat I have seen, which is much more 
atrophic. 

Dr. StepHAN Epstertn, Marshfield, Wis. (by invitation): When I first saw 
the patient, I thought of condyloma accuminatum or epithelioma, but the micro- 
scopic examination refuted the latter assumption. I do not think one could make 
a definite diagnosis of erythroplasia; however, to say the least, neither the clinical 
nor the microscopic picture (hyperplasia of the malpighian layer, which appears 
as if cut superficially with a razor) excluded this diagnosis. Of course, I have 
seen only a few patients with erythroplasia of the penis, but I have slides made 
in 6 or 7 cases, some of them observed for years, with repeated histologic examina- 
tion. In these cases of long-standing erythroplasia I have seen lesions absolutely 
similar clinically and microscopically to the one presented. 

Dr. H. E. Micnetson, Minneapolis: I think the condition is condyloma 
acuminatum. This type of lesion when present for a long time looks surprisingly 
like cancer, and one must call attention to the fact that the growth may enlarge, 
especially when on the glans or the posterior lamella of the prepuce, and penetrate 
to the outside, giving the appearance of destructive cancer. I think the best treat- 
ment for the patient would be destruction of the lesion. 


q 
a 
7 
= 
4 
a 
} 
q 
: 


le 


SOCIETY TRANSACTIONS 311 


Jr. HAMILTON Montcomery, Rochester, Minn.: I agree with Dr. Michelson 
that the lesion is condyloma acuminatum with secondary infection. Occasional 
mitotic figures are seen relatively high in the epidermis, where there is con- 
siderable edema. The few dyskeratotic cells are of a benign rather than a malig- 
nant type. Erythroplasia of Queyrat, in my opinion, is comparable to ‘the moist 
superficial erosive lesions of the penis that used to be spoken of as kraurosis and 
leukoplakia and represents histologically an epithelioma in situ. with the 
phenomenon of keratinization of individual cells. The histologic picture may 
simulate that of Bowen’s disease, but this is also true of leukoplakia. In several 
cases at the Mayo Clinic I have seen large plaques of senile keratosis of the face 
associated with the mucosal lesions of the genitalia and mouth and representing 
essentially meist superficial squamous cell epitheliomas in situ with various 
phenomena of keratinization of individual cells. In 1 case, however, a_ benign 
type of dyskeratosis with questionable early malignant changes finally terminated 
as pemphigus. Benign and malignant dyskeratotic cells can be seen side by side 
in the same lesions. Dr. Mitchell’s patient, I believe, shows simply an infected 
condyloma acuminatum, and I agree with Dr. Michelson’s remarks regarding 
excision. 

Dr. James H. MitcnHetc: I presented this patient last week in the clinic. 
Part of the team subscribed to the diagnosis of erythroplasia, but I did not present 
him to the students with that diagnosis. The cutaneous distributicn on the body 
generally is like that of psoriasis and serves well in differential diagnosis. The 
character of the lesions is such that it has been stated decidedly, particularly from 
the scarring, that the condition is a late tertiary syphiloderm. I was inclined to 
believe that it is an unusual condyloma acuminatum. It is not the picture I have 
in mind for erythroplasia. 

Dr. W. W. Tosin (by invitation): I did not feel that it was typical erythro- 
plasia. I think the real question is whether the lesion is becoming malignant. 
According to the history it has been present for three years. In the last seven 
months it started to grow, enlarging several times in that period. Also, it was 
compatible with erythroplasia histologically. 


Boeck’s Sarcoid. Presented by Dr. THropore CorNBLEET and Dr. H. RATTNER. 


L. B., a Negress aged 50, has cutaneous lesions which developed about the nose 
and upper eyelids one year ago. The lesions consist of coalesced nodules averag- 
ing in size that of a split pea, and are present about the eyes, cheeks and nostrils. 
They are moderately scaly. There are no subjective symptoms. 

Microscopic examination revealed changes characteristic of Boeck’s sarcoid, and 
in places there was tuberculosis in the deeper layers of the cutis. 


Schaumann’s Disease. Presented by Dr. Tueopore Cornaieet, Dr. H. 
RatTNER and Dr. Henry C. Scuorr (by invitation). 


L. H., a Negro aged 31, has cutaneous lesions which commenced on the upper 
eyelids two years ago and spread to parts of the trunk and extremities. He has 
been hoarse for three months. Otherwise his health and strength have remained 
good. 

Examination shows nodules varying in size from that of a pinhead to that of 
a split pea agglomerated on the face and about the nares and lips. There are 
deep hard plaques set into the upper eyelids and at the right zygoma. The impres- 
sion is of bulging of the upper eyelids aside from that caused by the plaques 
in the skin. The parotid glands are enlarged and nodular and slightly tender. 
Scattered over the trunk and extremities are moderately hard subcutaneous nodes 
averaging in size that of a hazelnut. These move under the skin and are painless. 
There are nodules on the palate, particularly the soft palate, and especially about 
the uvula. Small nodules appear in the tonsils, more cn the right side. Many 
of the accessible lymph nodes are enlarged. Three fingers of the right hand show 
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fusiform swellings. An otolaryngologist found thickening and infiltration of the 
mucous membrane of the nasal cavities, nasopharynx and especially the larynx 
Roentgen examination of the chest showed hilar infiltrates in the middle part 
of the lungs bilaterally. Roentgen examination of the right hand showed cystic 
changes of the bones. 

The Wassermann and the Kahn test were negative. The white blood cell 
count was 5,000 once and 4,800 the second time, with a differential count of 69 
per cent neutrophils, 4 per cent eosinophils, 14 per cent lymphocytes and 13 per 
cent monocytes. There were anisocytosis, hypochromia and increase of the 
platelets. Chemical examination of the blood gave essentially negative results, 

Histologic examination of tissue removed from the deep and superficial lesions 
showed changes compatible with a diagnosis of sarcoid. 


Tuberculosis Cutis. Presented by Dr. L. F. Weper and Dr. Marcus R. Caro, 


Mrs. H., aged 45, presents three nodules above and to the outer side of the 
left eye. The first nodule appeared in the upper part of the area around the left 
eyebrow in July 1938. The two opposite the eye appeared during December 1938. 
The nodules are bright red. The oldest nodule is assuming a yellowish brown 
appearance. This lesion shows atrophy and scar formation in the center. Telan- 
giectases are present in the oldest lesion and beginning in the other two. The 
nodules are painful to the touch, The regional nodes have not been swollen. 


Sarcoid (Lymphogranulomatosis Benigna of Schaumann, Besnier and 
Boeck). Presented by Dr. M. E. OpermMAyer and Dr. S. W. Becker. 


J. T., a college student aged 21, was first seen in September 1937 in the clinic 
for persons with genitourinary disease. There were no pathologic changes of the 
genitourinary tract. On the basis of a history cf a chest cold of six months’ 
duration, loss of weight and rales in the right lower portion of the chest, a roent- 
genogram was taken, which showed a normal chest. He was next seen in Decem- 
ber 1938 in the clinic for patients with disease of the chest complaining of 
transient pains in the chest for several years. After the aforementioned cold he 
had gained back his weight but continued to have a cough with small amounts 
of sputum. The patient gave no other history suggestive of tuberculosis. He 
was referred to the dermatologic clinic because of lesions on the right cheek, 
back and right leg of one year’s duration. These were small plaques, 0.5 to 
2 cm. in diameter, faintly erythematous, firm and elastic to the touch. Their 
surface showed a network of delicate telangiectases. They were symptomless 
and not increasing in size. 

The only abnormal physical findings, aside from the cutaneous nodules, were 
several enlarged cervical lymph glands. Laboratory examinations gave essentially 
negative results. The tuberculin test with a dilution of 1: 10,000 was negative; 
with a 1: 1,000 dilution it gave a questionable reaction. The second roentgenogram 
of the chest showed mottling typical of lymphogranulomatosis benigna; a roent- 
genogram of the bones of the hand showed no lesion, nor did a roentgenogram 
of the pelvis. 

A microscopic section showed, extending through the entire cutis, sharply 
circumscribed infiltrations consisting of epithelial cells and a number of giant cells 
of the Langerhans type and intense fibrosis. 


A Case for Diagnosis (Primary Complex of Tuberculosis of the Skin?). 
Presented by Dr. Marcus R. Caro and Dr. I. M. FetsHer (by invitation). 

J. K., a white girl aged 14, presented from the Mandel Clinic of the Michael 
Reese Hospital, was exposed to contact with an uncle who has active tuberculosis 
of the lungs. In August 1938 a lesion appeared on the patient’s right cheek. Soon 
afterward the gland on the right side of the neck became enlarged, and in October 


it ulcerated. 
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At present there is a round, circumscribed irregularly nodular lesion 1 by 1.5 
cm. on the right cheek. It is brownish red, is depressed in the center and shows 
apple jelly nodules cn pressure with glass. To one side there are several pinhead- 
sized light brown papules which are recent. The cervical lymph gland below 
the right angle of the jaw is ulcerated and draining. 

A roentgenogram of the chest and a physical examination on October 14 
showed no evidence of tuberculosis of the lungs. A Mantoux test on October 


7 gave a 2 plus result. 
DISCUSSION OF CASES OF TUBERCULOSIS 


Dr. H. E. MicHetson, Minneapolis: In spite of an intense interest in tuber- 
culosis and a careful cbservation of the literature, I believe no one is more humble 
than I am in attempting to classify these conditions. 

For the first patient, the Negress, if one saw only the lesions on the nose I 
believe the diagnosis would be lupus vulgaris. The nodes are soft, and there is 
enough destruction to merit that diagnosis. But when one looks at the eyelid 
cne might tend toward the diagnosis of sarcoid as seen in the Negro. The woman 
is 50 years of age, and she has had the lesions for a long time. The microscopic 
picture might be that of either sarcoid or lupus vulgaris. 

The second patient, a Negro, presents an unusual picture, If ever generalized 
sarcoid looked like a definite form of tuberculosis, this picture does. There is 
decided destruction in the throat, but in spite of that his general health is good 
and he seems to be overcoming the disease. I believe the condition would come 
under the classification of Besnier-Boeck disease. If one wished to elaborate, one 
might call it “tuberculosis of the sarcoid type.” 

The patient of Drs. Weber and Caro has an unusual lesion. The growth seems 
almost too rapid for lupus vulgaris. However, for a diagnosis of tuberculosis for 
this lesion it would be necessary to demonstrate the tubercle bacilli. The histologic 
section was not conclusive. The clinical lesion might be a form of lupus erythema- 
tosus, and tuberculoid infiltration has been described in that condition. One must 
also think of the morphoic type of tuberculid. 

The case of Drs. Obermayer and Becker should be instructive to all. the 
members, because it shows that a small lesion on the skin may be the key to a 
diagnesis of a systemic condition. It is interesting to note that the pulmonary 
condition has changed so much in a year. 

The question about the little girl is whether she has a true primary complex 
or whether, because of a long exposure to tubercle bacilli from an uncle, an allergy 
had developed before the implantation. At any rate, the picture is classic for the 
primary cutaneous complex. The lesions in and about the primary lesion are of 
the type of lupus vulgaris, and that often is true of primary cutaneous tuberculosis. 


Dr. Oxiver S. Ormssy: The subject has been so well summarized by 
Dr. Michelson that I only want to speak about 2 of the cases. The first is that 
of Schaumann’s disease. A clear conception of Schaumann’s disease has been 
dificult for most dermatologists. I finally concluded, after observing several cases 
and carefully studying Schaumann’s work, that the belief he expressed was that 
there is a systemic infection of the blood characterized by an extensive group of 
symptoms, including sarcoid of some type in the skin and the appendages. Cystic 
spina ventosa-like enlargements occur, usually on the fingers but also possibly on 
the toes. There is involvement of the tonsils and lungs, sometimes of the liver 
and spleen and occasionally of other organs. The involvement of the glandular sys- 
tem is important and is general. There are changes in the blood. I believe—and 
I have presented cases before this society substantiating the idea—that there is a 
symptom complex that may be termed benign lymphogranulomatosis. It is charac- 
terized by one of two types of sarcoid, either lupus pernio or the type shown 
here. In all the regions involved there are characteristic tuberculoid histologic 
changes consisting of circumscribed groups of epithelioid and occasional giant 
cells surrounded by varying numbers of lymphoid cells. These infiltrations are 
sharply circumscribed and do not undergo necrosis. In the blcod there is always 
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an increase in the number of large mononuclear leukocytes. In this case they are 
increased, and the characteristic findings in the bones and in the tonsils are present. 
The liver was not demonstrable, but it may be involved. 

This combination was first described and illustrated by C. Boeck in 1899 jy 
his original description of sarcoid (J. Cutan. & Genito-Urin. Dis. 17:543, 1899), 
He described the changes in the glands and in the blood and the sarcoid lesions 
of the skin. 

To sum up, Schaumann, following the lead of Boeck, carefully studied for 
many years a symptom complex which according to his belief is systemic, involving 
the lymphchemopoietic system, exhibiting cutaneous, glandular and visceral lesions 
and frequently terminating in pulmonary or other forms of active tuberculosis. 
He gave it the name benign lymphogranulomatosis on account of resemblances 
to malignant lymphogranulomatosis (Hodgkin’s disease). 

As to the primary complex, about nine years ago I showed a patient before 
this society who had a lesion at the base of the nose, between the brows. All 
my associates saw it, and we suspected syphilitic chancre. On repeated dark 
field examinations no spirochetes were seen. There was a large submaxillary 
gland on one side. The primary lesion was an indurated ulcer which gradually 
healed. After a time there developed at the site a typical patch of lupus vulgaris, 
similar to that of the patient today. The gland gradually disappeared. My 
patient was seen by Dr. Bloch. At that time the lesion was termed a tuberculous 
chancre. There is some question about a primary complex when it occurs in an 
adult. In my case the child had been examined some years before for tuberculosis, 
and roentgen study had been made of the lungs, but there was no tuberculosis. 
This form of tuberculosis is interesting, and I believe the patient before the society 
has a classic primary complex. 

Dr. Upo J. Wire, Ann Arbor, Mich.: I do not wish to discuss this whole 
phase of tuberculosis, but I wish to voice my objections to the inclusion of 
the name lymphogranulomatosis in the already confused nomenclature of tubercu- 
losis. I think I am right in saying that lymphogranulomatosis is an accepted term 
for a venereal disease that has been seen more recently, and to include under that 
heading lupus erythematosus benignus, which has been associated with forms of 
tuberculosis, is most unfortunate. Until more is known about these conditions, 
the inclusive term tuberculosis cutis covers most of them. To introduce the name 
lymphogranulomatosis, by which only a suspicion of tuberculosis is indicated, is 
erroneous. 

Dr. Oxtver S. Ormspy: I should like to second Dr. Wile’s objection to the 
term benign lymphogranulomatosis. As this name has been used fer years for 
this symptom complex, however, I cannot see how it can well be changed, at least 
for the present. The same objection has been voiced throughout the world. 

Dr. Upo J. Wie, Ann Arbor, Mich.: To what extent is the endotheliopoietic 
system involved? 

Dr. H. E. Micwetson, Minneapolis: It is involved to a considerable degree. 
Repeated examinations of the blood would show it. 

Dr. M. J. Reuter, Milwaukee: The internists are seeing this disease because 
of the pulmonary findings. They are referring to it as sarcoidosis, which I think 
is a reasonable name for it. 

Dr. Hamittron Montcomery, Rochester, Minn.: I am in accord with what 
Drs. Michelson and Ormsby have emphasized. I wish to emphasize a few points: 
Boeck in his original article in 1899 referred to the Mortimer case. Besnier- 
Boeck-Schaumann disease is being discussed and described extensively now by 
internists, most of whom seem to be opposed to the concept of a tuberculous causa- 
tion, because of the absence of typical caseating tubercles with characteristic giant 
cells and because rcentgenograms show only diffuse fibrosis in the lungs. In none 
of a series of cases studied by W. H. Goeckerman at the Mayo Clinic (AxcH. 
Dermat. & Sypu. 18:237 [Aug.] 1928) was it possible to make a diagnosis of 
pulmonary tuberculosis. In all the cases the typical diffuse fibrosis could be seem 
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in roentgenograms of the chest. The histolegic picture of epithelioid tubercles 
does not exclude tuberculous causation. An epithelioid response would seem to 
indicate positive energy on the part of the hosts or an attenuation of the organism 
in the disease in question. Thus one sees an epithelicid cell response in tuberculoid 
leprosy, Which like sarcoid runs a benign course, and one sees an epithelioid- 
tuberculoid reaction in relatively benign types of syphilis. In tuberculoid leprosy 
it is often extremely difficult to demonstrate the organisms, and that is equally 
true for sarcoid. With careful histologic study I believe one can distinguish 
between epithelioid tubercles due to tuberculosis and pseudoepithelioid tubercles 
with histologic features of syphilis or leprosy in some parts of the section or 
simply representing focal collections of epithelioid cells associated with a foreign 
body reaction. A great many cases of Besnier-Boeck-Schaumann disease have been 
associated with deep-seated lesions of so-called sarcoid of Darier and Roussy, or 
what some authors feel are simply nodose forms of erythema induratum. In these 
cases Classic tubercles with caseation necrosis are present. From a tuberculous 
standpoint, the second patient shown had typical lesions of Darier-Roussy sarcoid 
as well as more superficial lesions of the Boeck type. I am still in favor of the 
concept of tuberculous causation for Besnier-Boeck-Schaumann disease. 

In regard to changes in the terminal phalanges, these were described by 
H. Rieder in 1910, although they recently have been referred to as “osteitis tuber- 
culosa multiplex cystoides (Jiingling)” by Ellis, who correctly emphasized that © 
the disease is usually associated with Boeck’s sarcoid or lupus pernio but that 
the changes may appear in patients with histologically true cutaneous tuberculosis. 
Furthermore, frank cystic tuberculous osteitis must not be confused with the 
changes seen in Boeck’s sarcoid. 

It is true that Schaumann first correlated the various roentgen findings with 
the clinical findings, although Boeck in his original article described involvement 
of the lymph nodes and emphasized various systemic manifestations. Schaumann 
applied the term lymphogranulomatosis maligna to Hodgkin’s disease and lympho- 
granulomatosis benigna to Besnier-Boeck disease. In fact, he allied lupus 
erythematosus to lymphogranulomatosis benigna on the basis of common patho- 
logic changes in the lymph nodes and the fact that both diseases show marked 
involvement of the reticuloendothelial system. I agree with Dr. Wile that 
Schaumann’s term is confusing. 

I agree with Dr. Michelson in regard to the young woman, that she might 
have lupus vulgaris rather than sarcoid. In regard to the little girl, I agree with 
the diagnosis of inoculation tuberculosis. She states that only one week elapsed 
between the appearance of the primary lesion and the enlargement of the adjacent 
lymph node. In the true primary cutaneous complex of tuberculosis there usually 
is an interval of several weeks between the development of the primary lesion 
and the involvement of the lymph nodes. It is possible that this child may already 
have had a quiescent asymptomatic tuberculous infection and that the present 
involvement is a response to superinfection through the skin. This is, however, 
chiefly an academic consideration. There is no question about the diagnosis of 
the inoculation type of tuberculosis. 


Dr. THEODORE CorNsLEET: As Dr. Ormsby said, the man had an increased 
number of mononuclears, which I understand is characteristic of this syndrome. 
I should like to call attention to one finding, the enlargement of his parotid glands 
with nodular formations, in addition to what appears to be an enlargement of the 
lacrimal glands. It is possible that these enlargements would constitute a Mikulicz 
syndrome. The Mikulicz syndrome is found to be on the basis of leukemia in 
about 25 per cent of the cases. Some internists believe that the Mikulicz syndrome 
may also be induced by tuberculosis and syphilis. It is interesting to speculate 
as to the extent to which this apparently nonspecific type of reaction in these glands 
may occur on the basis of sarcoidosis, whether sarcoidosis is a special form of 
tuberculosis or not, as well as on the basis of leukemia and syphilis. 
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In view of the recent finding by some one whose name [| cannot recall that this 
sarcoidosis may at times be associated with a special type of involvement of the 
bowel called regional ileitis, I questioned this man as to symptoms characteristic 
of that condition. He said he had none. 

Dr. L. F. Weper: The diagnosis I made was sarcoid, and then [ gradually 
changed it to nodular lupus erythematosus. Now I am willing to accept the diag. 
nosis of tuberculosis cutis, though later I may change again. I am glad that most 
of the members agree on the diagnosis of tuberculosis cutis. 

Dr. M. E. OpermMayer: Since so much has been said about sarcoidosis, I shall 
confine myself to bringing out a point of interest: As Dr. Michelson has pointed 
out, nothing is known about the time sequence in sarcoidosis. Thus, I think 
Dr. Becker and I are fortunate in having the opportunity to show two roentgeno- 
grams of the chest of our patient, one taken a year ago and one taken recently, 
It may be seen that the plate taken a year ago shows a normal lung, while the one 
taken recently shows a characteristic picture of sarcoidosis of the lung, evidenced 
by the mottling and streaks radiating from the hilus. Since the cutaneous lesions 
started about the same time, it may be that the process develops in the various 
tissues simultaneously. 

Dr. Marcus R. Caro: I cannot accept the statement of the patient Dr. Felsher 
and I presented as to the interval of one week between the onset of the lesion on 
the cheek and the involvement of the gland. When I first saw her she was not 
sure about the interval, and her present statement is probably not accurate. 


A Case for Diagnosis (Lichen Urticatus with Depigmentation or Prurigo 
Mitis?). Presented by Dr. M. E. Opermayer and Dr. S. W. Becker. 


L. C. E., a boy aged 7 years, of Irish, Spanish and Filipino descent, was seen 
in the pediatric clinic on Sept. 30, 1938, because of frequency of urination of two 
years’ duration and “hives” of five years’ duration. The lesions are said to appear 
as insect bites, lasting two to three days. They are pruritic, and the boy scratches 
in his sleep. 

Physical examination showed no abnormality aside from the cutaneous findings. 
The skin showed discrete small firm shiny flat-topped papules 2 to 3 mm. in 
diameter on the arms, legs, sternum and sacrum. They all were depigmented 
and conveyed the impression of atrophy. 

The past history and laboratory findings were essentially irrelevant. A micro- 
scopic section of tissue removed is presented. 


DISCUSSION 


Dr. E. P. Zetster: My father was one of the first physicians to point out the 
occurrence of prurigo in the United States, some thirty or forty years ago. He 
reported a group of cases, practically all of immigrants from middle European 
countries. I believe this picture fits in the classification of mild prurigo rather 
than that of lichen urticatus. The long duration speaks against a diagnosis of 
lichen urticatus. 

Dr. Davip LieBerRTHAL: I agree with the diagnosis of prurigo and with what 
Dr. Zeisler said. I used to see prurigo in Vienna, Austria, not infrequently— 
the grave type more frequently than the mild. In a long-extended clinical activity 
in Chicago among European immigrants and American natives I have seen prurigo 
only once in a great while, and then only the mild form. 

The differentiation of prurigo from lichen urticatus is not difficult after either 
has existed for a certain length of time. Although both appear first in infancy 
or in early childhood and the early lesions apparently are similar, the recurrent 
crops of lichen urticatus heal without secondary changes, and the disease has a 
limited duration. 

Dr. Cart Laymon, Minneapolis: Well defined lichen urticatus can be definitely 
differentiated from prurigo mitis. There seems to be a question as to whether 
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the two conditions may merge. Some years ago A. Walzer (J. Allergy 5:240, 
1934) conducted a study of the relation of prurigo to allergy. He decided that 
there was some relation of prurigo and lichen urticatus to allergic disease, but 
specific treatment based on cutaneous tests had slight effect. In fact, all types of 
therapy were of little avail. Recently Pillsbury (Am. J. Dis. Child. 53:1209 
[May] 1937) has reported some success in the treatment of lichen urticatus by 
means of calcium and parathyroid extract. 

De. M. E. OperMAYeER: This case illustrates the difficulty encountered at times 
in the diagnosis of prurigo. On seeing the boy several weeks ago we were unable 
to reach a diagnosis; the lesions were not sufficiently inflammatory or urticarial 
to justify calling the condition lichen urticatus; atypical lichen planus was ruled 
out by histologic section. When we saw the patient today, previous to demon- 
stration, it had become clear that we are dealing with classic prurigo. 


A Case for Diagnosis (Moniliasis?). Presented by Dr. THropore CorNBLEET 
and Dr. H. RATTNER. 


C. B., a Negro aged 55, was well until about one year ago, when he noticed 
a small patch of dermatitis on his right leg. After this the eruption spread to the 
genitocrural, umbilical and axillary areas, where it is characterized by hyperpig- 
mentation, sharp definition and lichenification of the skin. On the body are 
nondescript areas of dermatitis the size of a small coin, arranged symmetrically. 
Since the original patch of dermatitis there has been progressive pigmentation 
in these areas. The urinalysis and Wassermann tests have given negative results. 


DISCUSSION 


Dr. James H. Mitcuett: This conditicn is not in accord with my experience 
with monilial infection, and I have been studying it for a long time. In cases 
of extensive involvement that I have observed there have been some characteristic 
lesions. This man has no changes about the groins, hands or feet. He has no 
lesions of the labial commissure. He has no fissures in the large folds, such as are 
seen with moniliasis. In my experience it has been much easier to find Monilia 
when it is not the etiologic factor than to miss it when it is. One patient whom I 
have had under observation for the past ten days has commissural lesions of per- 
léche. She told me she had been treated for two years for monilial infection. I 
obtained numerous colonies of Monilia on several mediums and long chain strepto- 
cocci in all the brain broth mediums. Cultures were repeated a number of times. 
The condition improved rapidly from the use of ammoniated mercury ointment. 
Streptococci can be obtained from her saliva at all times; it is not necessary to 
go into the fissures to find them. In my opinion my case was one of streptococcic 
perléche and not monilial perléche, even though Monilia had been grown from 
material from the commissural fissures. So I think it is difficult to say monilial 
infection is present when the organism is not found. It is commonly present on 
the skin. This is not the picture I should expect to see. 

Dr. M. H. Expert: There has been some discussion about this case. The 
man is part Negro. I think the extensive pigmentation is due to irritation, which 
results in much more development of pigment than would appear in a Caucasian. 
The secend point is that the original lesion was on the extensor surface of the 
right calf and there was an itching lesion, which is at present lichenoid, which 
would correspond to lichen simplex chronicus. The two points Dr. Mitchell 
brought out would rule out moniliasis, though the cultural work is not complete. 
It is difficult to make a diagnosis in this case. 

Dr. Uno J. Wire, Ann Arbor, Mich.: This condition may be an unusual type 
of dermatitis herpetiformis. The man has multiform diffuse lesions and small 
annular lesions on the trunk. He has minute vesicles, pruritus and deeper pig- 
mentation than one usually finds. I think this disease has progressed from simple 
urticarial wheals to large bullous lesions and a later intermediate stage. 
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Dr. F. W. Lyncu, St. Paul: With extensive eruptions thought to be caused 
by moniliasis there may be some advantage in examination of the secretions of 
the intestinal and respiratory tracts, since systemic infections are more numeroys 
than is commonly believed. It is the opinion of some physicians that the internal 
administration of potassium iodide helps both the systemic infection and the 
cutaneous moniliasis. 

Dr. THEODORE CorNnsLEet: This picture falls in a group that I was taught 
was related at least to the general concept of seborrheic eczema. In view of the 
recent opinion that seborrhea may be based on a yeast infection, as particularly 
held by the English school, and with the modern concept of disseminated 
moniliasis, it is possible that this man has widespread moniliasis. It is true that 
he does not have the moisture in the folds that is thought of in moniliasis, but 
I think the picture may be variable. Yeast infections which are widespread may 
include lesions on the mucous membrane of the mouth and may characteristically 
include any or all conditions from thrush, perléche and erosio interdigitalis to 
intertrigo, The work-up is not complete, and we apologize for that. We do not 
know whether Monilia will be found or not, though I agree with Dr. Mitchell 
that in cases of moniliasis of this extent the organism is usually found readily. 

We considered Darier’s disease, though the characteristic sites, the temples 
and the areas around the ears, were not involved, but in places the lesions seem 
to be of a verrucous type—in the folds, for instance. We are not taking that 
diagnosis seriously, particularly without histologic examination. 


Dr. H. Rattner: A week ago, when I first saw this patient, the lesions on 
the trunk were symmetric and oval and resembled pityriasis rosea. I regarded 
the eruption as a pityriasis rosea-like moniliid. These particular lesions have 
faded, so that they are no longer distinct. In the main the eruption in this case 
involves the so-called seborrheic areas of the trunk. 

Dr. Upo J. Witz, Ann Arbor, Mich: As I look back on this case I remem- 
ber being struck with the lesion on the flank, which was distinctly infiltrated 
and pigmented and definitely crescentic. There is the possibility of a beginning 
fungoid stage of mycosis fungoides. 


Erythema Multiforme. Presented by Dr. H. Rattner and Dr. THeopore 


CorNBLEET. 


A. S., a man aged 45, has an eruption on the dorsa of the hands, the extensor 
surfaces of the forearms, the face and the lips. He states that for the past two 
or three months he has been taking medicine for rheumatism. 

The patient was admitted to the hospital on Jan. 10, 1939, with a diagnosis 
of bullous erythema multiforme. On January 13, twitching of the muscles on the 
left side of the face and neck and of the left arm began. This would last for 
several minutes and was then followed by vomiting. These attacks would occur 
from four to twelve times daily. He had never had such an attack before. 

Neurologic examination revealed the following essential findings: There were 
chronic seizures of the left side of the face and at times of the left hand and 
arm. No weakness was present in the arm or leg, but there was slight weakness 
of the left side of the face. The tendon reflexes of the legs was present and 
equal. There were no pathologic reflexes of the feet. The optic disks were 
normal, and the pupils reacted to light. The impression obtained from a lesion in 
the right side of the motor area of the cerebral cortex was that the condition was 
jacksonian epilepsy. Examination of the spinal fluid revealed a 2 + Pandy reaction, 
4 cells and a negative Wassermann reaction. 


DISCUSSION 


Dr. Cart LayMon, Minneapolis: In a paper on erythema multiforme and 
its relation to tuberculosis, erythema nodosum and viruses H. Jausion and Simone 
Thevenot (Bull. Soc. frang. de dermat. et syph. 45:1053 [July] 1938) stated that 
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erythema multiforme was possibly a virus disease. In a case like this, in which 
there are severe cutaneous manifestations of erythema multiforme as well as 
encephalitis, a virus is strongly suggested as causative. 

Dr. H. Rattner: Dr. Laymon’s remarks are interesting. For the first day 
the cutaneous picture was such that we had seriously to consider smallpox. Then 
the picture changed into one typical for erythema multiforme bullosum, and finally 
jacksonian epilepsy developed. This the neurologic department considers may be 
due to localized encephalitis. For all of these conditions the virus has been 
invoked as an etiologic agent. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 
N. N. Epstein, M.D., President 
Dec. 3, 1938 


H. V. Attincton, M.D., Secretary 


Idiopathic Multiple Hemorrhagic Sarcoma. Presented by Dr. N. N. Epstein 
and Dr. E. A. Levin. 


A. P., a white man aged 60, states that he first noted small reddish areas on 
both ankles about six years ago. At the present time there are a number of firm 
nodules and plaques scattered over the lower third of each leg and extending down- 
ward over the feet and toes. They are brownish or bluish red and vary from 0.5 
to 3 cm. in diameter. A few of the older lesions have cleared to some extent, 
while others are of more recent origin. There are some associated pruritus and 
burning. Biopsy was not permitted. No treatment has been given. 


DISCUSSION 


Dr. L. R. Taussic: I agree with the diagnosis. Clinically, the picture is 
typical. It is unfortunate that the patient will not allow a biopsy to be done. I 
beiieve roentgen therapy would be worth while. 

Dr. C. J. Lunsrorp, Oakland, Calif.: I treated the woman I presented before 
the American Dermatological Association in San Francisco in June 1938 with 
roentgen rays. A total of 4 skin units (1,200 roentgens) was given. There was 
no resultant change in the appearance of the lesions. 

Dr. H. J. Tempreron, Oakland, Calif.: I think chaulmocgra oil has been used 
for this condition in Denmark. 

Dr. A. E. INcets: I have seen patients in whom selected painful lesions were 
treated with solid carbon dioxide. In others excision has been done. 

Dr. N. N. Epstern: Apparently the lesions, as we have watched them, have 
been stationary or have progressed slowly. We did not think active therapy was 
indicated. 


Glomus Tumor (Recurrence). Presented by Dr. H. J. Tempreton, Oakland, 
Calif., and Dr. C. E. Scnorr, Sacramento, Calif. 


B. F., a white boy aged 14, presents a probable recurrence of a glomus tumor 
at the edge of the right thumbnail. 

This patient first noted a reddish tender tumor at the edge of the nail in 1935. 
When examined on Feb, 9, 1936, it had reached the size of a pea. It was thought 
to be either granulation tissue or an inflamed wart. It was removed and sectioned, 
but its true nature was not reccgnized. 

It recurred and was seen again August 1937. Dr. Paul Michael, of Oakland, 
Calif., reviewed the pathologic changes and made the diagnosis of benign endo- 
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thelioma. The lesion was excised on Oct. 19, 1937. Dr. Michael reported that 
the section was typical of a glomus tumor of Masson. The Kline reaction of the 
blood was negative. 

Since March 1938 pain has recurred, and the patient has been unable to use 
his thumb. 

DISCUSSION 

Dr. H. J. Tempteton, Oakland, Calif.: I am rather interested in this boy: 
in the first place, I delivered him. : 

Several possible procedures come to cur minds: (1) to take the finger off at 
the distal joint, (2) to electrocoagulate the lesion and (3) to see if a plastic 
surgeon can remove the tissue and replace it with a graft. 


Tuberculous Interstitial Keratitis and Sarcoid of Boeck. Presented by 
Dr. Frances Torrey. 

F., a white housewife aged 25, was referred to the University of California 
dermatologic clinic by Dr. C. E. Schoff, Sacramento, Calif., in May 1936. 

At the age of 4 years the patient almost completely lost the vision of both 
eyes for one year. The sight was regained in the right eye, only local therapy 
being given. Lesions began to appear on the arms and right leg nine years ago. 
These consisted of coin-sized plaques, red to purple, discrete and indurated. They 
were not painful or tender. One dollar-sized lesion on the right calf showed 
definite atrophic changes. Moderate acne of the face was also nected. The patient's 
mother had tuberculosis of the spine and was nursed by the patient for seven years. 
Since September 1937 the patient has been on regular weekly injections of 
tuberculin. The acne has become worse in the past year. The patient has had 
three roentgen treatments of 75 roentgens each to the face. 


DISCUSSION 


Dr. F. G. Novy Jr., Oakland, Calif.: The patient has apparently made good 
progress since the use of tuberculin was begun. 

Dr. Frances Torrey: After the last injection she had a temporary flare-up. 

Dr. C. E. Scuorr, Sacramento, Calif.: This patient came to me because of 
acne a number of years ago. She was being treated by an ophthalmologist in 
Sacramento for the same condition of the eyes she has today. Tuberculin was 
used, and she became progressively worse until sarcoid developed. Any regression 
has been only recent, because the lesions are much larger at the present time than 
they were when I saw her last. 

Dr. Frances Torrey: I thought it would be of interest to show her at this 
particular time with the sarcoid and keratitis and acne, because there have been 
reports in the literature of late on the tuberculin treatment of acne. Her acne has 
been observed over a long period while she has had tuberculin for tuberculous 
interstitial keratitis. There has been no apparent improvement of the acne during 
this time. 

Dr. C. E. Scuorr, Sacramento, Calif.: Two brothers and a sister all have 
had acne. 


A Case for Diagnosis (Erythema Papulatum?). Presented by Dr. H. V. 
ALLINGTON and Dr. H. J. Tempteton, Oakland, Calif. 


M. T., a white woman aged 29, presents deep-seated indolent papular and papulo- 
vesicular lesions on both palmar surfaces. There is one recent lesion on the dorsum 
of the right hand, over the first metacarpal bone. 

The lesions first appeared about ten years ago. At that time one was opened 
and apparently became secondarily infected, requiring hospitalization. Clearing 
occurred gradually over about three months. Since then new lesions have appeared 
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jrom time to time. The attacks have not been seasonal. Except for her first 
attack, when a few lesions appeared on the soles, the eruption has been confined 
to the hands. 

Her present attack began about three months ago. Individually, the lesions 
appear as erythematous macules which slowly become indurated and go on to 
become deep-seated firm vesiculopustules. These dry and leave an irregular 
adherent horny crust, which finally exfoliates. The whole process is remarkably 
indolent. The lesions are tender on pressure. 

There has been no general disturbance in her health except for nervousness. 
She has taken no drugs except occasional magnesia magma and acetylsalycilic acid. 
Dr. K. L. Tattersall, Oakland, Calif., who referred her, has studied her carefully 
and reported no demonstrable defect aside from the cutaneous lesions. 

The urine was normal. The Kline reaction of the blood was negative. Material 
from one of the lesions showed no fungi on microscopic examination. 


DISCUSSION 


Dr. L. R. Taussic: With a history of three months’ duration for the present 
attack, I should not subscribe to a diagnosis of erythema papulatum. I have no 
substitute diagnosis to offer. 

Dr. H. J. Tempteton, Oakland, Calif.: I classified the lesions somewhere 
in the erythema multiforme group, but we could find no etiologic factors. 

Dr. A. E. Incets: I should like to compare this case with one of coccidioidal 
granuloma I observed recently at Stanford University Hospitals. The patient was 
in good health. There were lesions on both shoulders and elsewhere on the body. 
Spherules of Coccidioides immitis were finally demonstrated. I think that tuber- 
culosis verrucosa cutis and some of the other granulomas might be considered 
and specific stains made for them. 

Dr. H. V. Attincton, Oakland, Calif.: I think that the recurrences between 
periods of complete remission make a diagnosis of a granuloma such as the 
coccidioidal type or of tuberculosis unlikely. 


Tuberculous Ulcer with Some Characteristics of Gumma. Presented by 
Dr. N. N. Epstein. 


E. P., a 58 year old American-born man, was first seen in the syphilologic 
clinic of the University of California Hospital on Oct. 1, 1937, because of 4 plus 
Kahn and Kolmer reactions. He has been under active antisyphilitic therapy since. 
Physical examination at that time gave essentially negative results. 

On April 4, 1938, he noted tenderness over the right sternoclavicular junction. 
During the following month a painful swelling developed. This felt rubbery and 
was 4 by 5 cm. 

On April 11, fluoroscopic and roentgen findings were interpreted as suggestive 
of a neoplasm or tuberculosis of the upper lobe of the right lung. On May 23, 
a roentgenogram of the clavicle revealed destruction of the cortex along the 
superior border of the clavicle but no involvement of the articular cartilage. 

On aspiration about 300 cc. of thick purulent material was obtained. All 
cultures and all microscopic examinations gave normal results. A guinea pig was 
inoculated, and eight weeks later autopsy showed acid-fast bacilli in clinically 
tuberculous lesions. 

The lesion has continued to drain. 


DISCUSSION 


Dr. F. G. Novy Jr., Oakland, Calif.: With regard to location and appearance 
the lesion strongly suggests a syphilitic gumma. Roentgenologically there was a 
question of pulmonary tuberculosis. A guinea pig inoculated with pus from the 
lesion had tuberculosis, but only 1 guinea pig was used. If a sequestrum was 
Present, drainage could continue for a long time in spite of treatment, even though 
the cause was syphilis and not tuberculosis. 
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Dr. N. N. Epstein: The patient had been on treatment for syphilis for some 
time before the appearance of the lesion. In spite of rather intensive neoarsphep- 
amine therapy, the lesion did not heal subsequently. 


Hairy Black Tongue. Presented by Dr. StanLey R. TRuMAN, Oakland, Calif 
(by invitation). 

W. S., a white man aged 72, presents a dark brown furlike growth on his 
tongue. He first noticed this two weeks ago, when he examined his mouth because 
his gums became sore. His daughter states that lesions suggesting Vincent's 
angina were present at that time. The soreness has improved. He has used mouth 
washes composed of dilute hexylresorcinol and sodium perborate. 

Until one month ago the patient used “Dr. West’s powder” to wash his plates, 
At that time he changed to “polydent.” He smokes one-half package of cigarets 
daily. 

In November 1936 and January 1938 he had typical attacks of cholecystitis with 
jaundice and clay-colored stools. 

Physical examination recently gave negative results. Urinalysis and a blood 
count showed no abnormality. A culture on Sabouraud’s medium so far has shown 
no growth. 

DISCUSSION 


Dr. S. R. Truman, Oakland, Calif. (by invitation): One sees brown-coated 
tongue in many cases of disease of the liver. Perhaps cholecystitis is an etiologic 
factor in this case. 

Dr. H. J. Tempretron, Oakland, Calif.: One of the best articles I have read 
on the subject of hairy tongue was by M. L. Heidingsfeld, of Cincinnati 
(J. A. M. A. 85:2117 [Dec. 17] 1910). According to him, true hairy tongue is 
an anomaly of cornification, and the spurious type of hairy tongue is due to a 
chemical or irritant, such as a mouthwash of some kind. This man began using 
a new mouthwash a few weeks ago. It would be well to discontinue its use and 
note the result. 

Dr. E. A. Levin: One of the causes of black hairy tongue is a symbiosis of 
an actinomyces or a streptothrix with the saprophytic bacteria found in the mouth. 
I think one would have to use an alkaline medium rather than Sabouraud’s medium 
to isolate the actinomycetes. 


Erythema Induratum (Healed). Presented by Dr. Frances Torrey. 


S., a white woman aged 36, was first seen in the University of California 
dermatologic clinic on Nov. 14, 1938, because of recurrent ulcers on the lower 
third of the flexor surface of each leg. These have recurred each October or 
November for five years, lasting until spring. At present there are no unhealed 
ulcers, but pigmented atrophic scars 1 to 2 cm. in diameter are present. 

The patient is well nourished but not obese. She complains of perennial coldness 
of her feet and states that otherwise she feels well. In 1922 she had a severe 
swelling (tuberculous?) in the right elbow. In 1926 she had an acute abdominal 
condition diagnosed as pelvic inflammatory disease. In 1930 she had an ischio- 
rectal abscess, which was incised under local anesthesia. 

Roentgenograms of the chest showed “chronic, possibly healed, old pulmonary 
tuberculosis of both apexes with calcifications.” 

Routine laboratory studies gave negative results. The basal metabolic rate 
was —8 per cent. A tuberculin test produced mild erythema 1.5 by 2 cm. in 
twenty-four hours. 

The patient was asked to protect the feet and legs from sudden changes i 
temperature by wearing warm stockings or some such measure. One-fourth grain 
(0.016 Gm.) of thyroid three times a day was prescribed. 
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DISCUSSION 

Dr. CHARLES ALBERT SHUMATE: The patient is from Fresno, Calif., and says 
that she thinks she had “valley fever” at cne time. I wonder if Coccidioides 
immitis has been looked for. 


Lupus Vulgaris. Presented by Dr. N. N. Epstern and Dr. E. A. Levin. 


R. H., a white man aged 70, has a small red nodule over the left eyebrow which 
has grown progressively larger. About fifteen years ago, when the lesion was 
about the size of a quarter, it was “cut out.” A new nodule developed below the 
scar. Ten years ago the area was destroyed by electrodesiccation at the United 
States Marine Hospital, only to recur. At present there is a raised reddish walnut- 
sized mass in the left supraorbital region, which tends to hang down over the eye. 
There are a few pinhead-sized satellite nodules. Over the upper portion of the 
large lesion there is a depigmented atrophic scar. Microscopic study showed a 
picture consistent with lupus vulgaris. The patient has received three fractional 
doses (75 r) of unfiltered roentgen rays in the past three weeks. 


DISCUSSION 

Dr. L. R. Taussic: Because of the age of the patient and the extent of the 
lesion, I favor roentgen irradiation. 

Dr. H. J. TempLeton, Oakland, Calif.: I have expressed myself previously 
before this group as being in favor of radical treatment of small areas of lupus 
vulgaris. I usually remove the lesion, as one would a cancer, by actual cautery 
or electrocoagulation. However, in this case, because of the patient’s age, I think 
I should treat it conservatively or let it alone. 

Dr. N. N. Epstetn: We should have let it alone except that it threatens to 
interfere with the use of the left eye. 

Dr. C. J. LuNsForp, Oakland, Calif.: Why not excise it and risk a recurrence? 
If it recurs, the probabilities are that a long time will elapse before it grows to 
the extent of again embarrassing the patient. 


Lymphatic Leukemia. Presented by Dr. C. J. LuNsrorp, Oakland, Calif. 


H. K., a white man aged 61, was presented before the clinical meeting of the 
American Dermatological Association, Inc., on June 8, 1938 (ArcH. Dermat. & 
Sypx. 39:1065 [June] 1939). On two occasions since that time he has had what 
have been diagnosed as coronary accidents. He has recovered both times after 
periods of complete rest. 

In addition, on several occasions showers of nodules have developed on the 
skin, many of which have ultimately shown central necrosis before healing with 
resulting scarring. His itching has completely disappeared under the influence 
of roentgen irradiation. The erythroderma is better, and the enlarged lymph nodes 
have likewise involuted markedly. 

His blood count today showed 4,820,000 erythrocytes, 80 per cent hemoglebin 
and 15,350 leukocytes, of which 82 per cent were polymorphonuclears, 16 per cent 
small mononuclears, 1 per cent large mononuclears and 1 per cent eosinophils. 


DISCUSSION 


Dr. N. N. Epstern: This picture is bizarre for lymphatic leukemia. However, 
I have no better diagnosis to offer. 

Dr. C. J. Lunsrorp, Oakland, Calif.: The leukocyte count has varied from 
9,000 to 39,000. The differential count has shown from 62 to 80 per cent poly- 
morphonuclear leukocytes. There has been no increase in lymphocytes, and no 
pathologic cells have been seen. However, a sternal puncture was done in June, 
and the opinion was given that the pathologic picture of the bone marrow cells, 
though not typical for lymphatic leukemia, was in keeping with that diagnosis. 
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Dr. H. V. Attrncton, Oakland, Calif.: Because of lack of definite evidence 
of leukemia, I believe the diagnosis of benign lymphogranulomatosis (Schaumann’s 
disease) should be considered. The involvement of the lymph nodes is in keeping 
with this diagnosis, as is the erythroderma. The papules and nodules may represent 
an associated papulonecrotic tuberculid. 

Dr. A. E. Incets: If the patient were psychoneurotic, one might consider 
the crusted lesions as artefacts. 

Dr. N. N. Epstein: The tremendous amount of scarring over the body sug- 
gested the possibility of healed syphilitic lesions. Bismuth and iodide medication 
could be tried. 

Dr. C. J. Lunsrorp, Oakland, Calif.: I have seen similar lesions on the mucous 
membranes, beginning as papules and developing into small ulcers. I think that, 
the nodular lesions have behaved like papulonecrotic tuberculids. 

I thought at first that the scars were partially traumatic. However, I have 
seen this patient frequently over long periods, and unquestionably the lesions 
evolve and involute, as aforementioned, spontaneously. 

Twenty-five years ago this man had a psychosis. Numerous Wassermann tests 
were negative, but he was put on antisyphilitic therapy, and after that the psychosis 
disappeared. Examination of the spinal fluid gave negative results a few months 
ago. Several Kline tests have been negative. 


Pigmentation of the Face. Presented by Dr. H. J. Tempteton, Oakland, Calif. 


P. B., a white girl aged 21, is presented because of a peculiar diffuse grayish 
brown pigmentation. of the face, especially the cheeks, which began during the 
summer of 1938. It developed during the course of frequent exposures to sunshine 
and after exposure to ultraviolet radiation (for acne) during the spring of 1938. 
During the winter of 1934-1935 she received a total of twelve treatments with 
unfiltered rcentgen rays, each dose being 75 r, to the face and back. There was 
no erythema or pigmentation during the treatments or during the ensuing three 
years. 

During the winter and spring of 1937-1938 she received twelve intramuscular 
injections of a bismuth preparation for plantar warts. No bismuth line has been 
seen on the gums at any time. 


DISCUSSION 

Dr. J. D. Viecett1: I think this condition is chloasma. 

Dre. L. R. Taussic: It is difficult for me to believe that intramuscular bismuth 
therapy followed by ultraviclet irradiation could cause this type of pigmentation. 
If it were so, a similar condition would be seen in many syphilitic patients. I think 
the patient probably has chloasma. 

Dr. F. G. Novy Jr., Oakland, Calif.: I wonder if the patient could have used 
a cosmetic containing one of the essential oils at the time she was exposed to 
sunshine. 

Dr. N. N. Epstern: It is not unusual for a pigmentary anomaly to follow 
sunburn. 

Dr. H. J. Tempreton, Oakland, Calif.: I believe that this condition is a 
peculiar reaction to sunburn and ultraviolet irradiation. She used no cosmetic 
except cold cream, which of course might contain some oil related to oil of 
bergamot. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. A. E. INGELs. 


A., a white man aged 43, a hotel worker, entered the Clinic of Stanford 
University Hospitals and has received antisyphilitic treatment since September 1938. 
Both neoarsphenamine and bismuth medication have been given. j 

An eruption began three years ago and has been present off and on ever since. 
It has varied in intensity and has cleared for short periods independent of season. 
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It has received no treatment. It was just as marked before treatment for syphilis 
was begun in September as it has been since. At no time has itching been severe. 
At present there is a generalized rather superficial eruption consisting of well 
defined large brownish red plaques. These show a fine whitish yellow scaling. 
Bleeding points are produced on scratching. The soles show marked similar 
hyperkeratotic brownish red areas. The toe nails are heavily ridged. The lesions 
are scattered over the body and extremities in an irregular nonsymmetric fashion. 
At one time the patient is said to have had a disease of the joints. The patient’s 
father is said to have had an eruption on the extensor surfaces of his arms. 
Microscopic examination of sections from an area on the buttocks showed 
features of psoriasis. The epidermis was acanthotic, the papillae club shaped and 
branching and the vessels tortuous. In places colliquative degeneration with 
migration of leukocytes was seen, The accumulation of round cells in the upper 
part of the cutis was scant and mainly perivascular. A suggestion of micro- 
abscesses was present, but the lesions were not typical. Features of an arsenical 
dermatitis—i. e., palisade arrangement of the basal cells—were absent. 


DISCUSSION 


Dr. F. G. Novy Jr., Oakland, Calif.: I feel that this case is one of para- 
psoriasis rather than psoriasis. : 

Dr. N. N. Epstetn: I do not feel that there is sufficient evidence to warrant 
a diagnosis of psoriasis. 

Dr. H. V. Attincton, Oakland, Calif.: Was material examined microscopically 
to rule out widespread fungous infection? 

Dr. A. E. Incets: Parapsoriasis was considered, but the marked acanthosis 
and dichotomic branching of the papillary bodies are against this. Poikiloderma 
atrophicans vasculare (Jacobi) was considered also, but no atrophy or telangiec- 
tasia has been demonstarted. No fungi were found. 


Sycosis Vulgaris of the Beard, Eyelashes and Scalp. Presented by Dr. J. D. 


VIECELLI. 


H. S., a white bookkeeper aged 27, states that he had impetigo on his face in 
May 1936. This cleared and remained well until December 1936, when an eruption 
similar to the present one developed. This responded well to local applications and 
roentgen treatment. In May 1937 he had a recurrence, which also responded to 
treatment. The present relapse began in November 1937. At present there is 
diffuse erythema, with scattered follicular pustules of the bearded portion of the 
face, similar involvement of the eyelashes and the right eyebrow and several some- 
what circular bald patches on the scalp. Microscopic examination of a number of 
affected hairs which had been soaked in potassium hydroxide showed no fungi. 


DISCUSSION 

Dr. C. J. Lunsrorp, Oakland, Calif.: Foreign protein therapy is sometimes 
helpful. 

Dr. H. J. Tempreton, Oakland, Calif.: I should try a combination of injection 
of staphylococcus toxoid and application of an ointment containing benzyl peroxide 
and oxychloroquinoline. 

Dr. L. R. Taussic: It seems to me that there is a distinct seborrheic element 
in this picture. A weak sulfur ointment might be of benefit. 

Dr. Frances Torrey: I suggest a trial of autohemotherapy. 


Dr. H. V. Attincton, Oakland, Calif.: A somewhat similar condition in one 
of my cases resisted therapy until abscessed teeth were removed and then promptly 
responded satisfactorily. Perhaps a focus of infection is a factor in this problem. 
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Extensive Naevus Verrucosus Linearis. Presented by Dr. Cartes pepy 
SHUMATE, 


M. L. C., an 18 year old Chinese, entered the tuberculosis service, Stanford 
section, of the San Francisco Hospital because of pulmenary tuberculosis. He was 
first seen in the dermatologic service of Dr. Harry E. Alderson on Noy. 1, 1938, 
when he showed brownish warty growths, slightly scaly and arranged in streaks 
and bands over his neck and the left side of his chest, abdomen and back. The 
lesions on his trunk run horizontally and end in the midline of his chest and 
abdomen. Vertical bands extend down on both upper extremities and from the 
left buttock over the left thigh and leg and the dorsum of the left foot. The 
dorsum of the right foot is also affected. 

The patient has had this condition since he was a baby. It is improving some. 
what with time and, except for slight itching, does not bother him. 

The Wassermann and the Kahn reaction of the blood were negative. Examina- 
tions of the urine and blood showed no abnormalities. The sputum showed no 
tubercle bacilli. Histologic sections were presented. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Joun A. Game, M.D., President 


Dec. 15, 1938 


C. G. La Rocco, M.D., Secretary 


J. R. Driver, M.D., Reporter 


Small Cell Carcinoma of Cervical Nodes—Primary Site Unknown. 
Acanthosis Nigricans. Presented by Dr. FranK McDonatp (from the 
Department of Dermatology and Syphilology, Lakeside Hospital). 


R. M., a housewife aged 64, entered Lakeside Hospital in 1933 for cholecystitis, 
substantiated by roentgen examination, and was treated by cholecystomy. One 
year ago nonpainful swellings appeared behind both ears and slowly increased in 
size, especially the one in the right posterior cervical region. As the lumps 
enlarged there was accompanying pain. Histologic examination of a node from 
the right posterior cervical chain was reported as showing small round cell carci- 
noma. During April and May, 1938, on the advice of the department of roentgen 
therapy, the patient was given six roentgen treatments. The condition did not 
change, and five months ago a generalized eruption appeared. The face, post- 
auricular area, neck, hands, wrists, the areas along the vertebral column, under 
the breasts and back of the knees and the perianal region were involved when she 
was first seen, one week after the onset. 

The cutaneous lesions consist of brownish pigmentation with lichenization and 
some almost black scaling across the epigastrium and under the breasts. The 
areas are flat, sheetlike and poorly marginated. The posterior cervical nodes are 
enlarged, matted together and painful. The axillary and inguinal nodes are but 
slightly palpable and not tender. 

There was no involvement of the liver or spleen. Pelvic and rectal examina- 
tions showed no abnormality. Serologic tests for syphilis gave negative results. 
Examinations of the urine and the blood showed no abnormality. Roentgenograms 
of the sinuses and chest revealed nothing abnormal. 

A histologic examination of pigmented skin showed the epithelium to be intact 
and fairly thin. There was some hyperkeratosis but no parakeratosis. Acanthosis 
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was present to a moderate degree. There were distinct pigmentation of the basal 


layer and numerous brownish yellow chromatophores in the papillary and sub- 
papillary layers. There was conspicuous absence of leukocytic infiltration. 


DISCUSSION 


Dr. H. N. Core: The usual areas are now involved—that is, the axillas, the 
area under the breasts and the folds of the arms. It will be most interesting to 
follow this patient and see what further changes take place in the skin. 


Dr. J. R. Driver: I should like to ask Dr. McDonald for information concern- 
ing the degree of malignancy of this type of carcinoma. One would expect this 
patient to show a good deal of emaciation and not to be in such apparent good 
health after such a long time. 

Dr. FraNK McDona.p: I understand that this type of carcinoma is usually 
rapidly fatal. It is also reported that the primary site is often difficult to find. 
I cannot explain the good general condition of the patient. Careful search has 
been made for the primary lesion, but it has not been found. 


Tuberculosis Orificialis. Presented by Dr. H. N. Corr and Dr. J. R. Driver. 


H. F. S., a dentist’s wife aged 55, when first seen by us on Oct. 3, 1938, was | 
complaining of a sore mouth of four months’ duration. She had been treated for 
Vincent’s infection by intravenous injections of neoarsphenamine, as well as local 
applications of sodium perborate and methylrosaniline (gentian violet). The disease 
had become progressively worse, and she had lost 25 pounds (11.3 Kg.). Pain 
had made it extremely difficult for her to take nourishment. 

The eruption in the mouth consisted of an extensive ulcerative gingivitis 
resulting in considerable destruction of the gums at the bases of the teeth. There 
was a large ulcer at the base of the first lower right molar. The ulcerative surface 
presented a dull red granular appearance, with some purulent grayish surface 
discharge. The surface was sensitive, but showed only a moderate tendency to 
bleeding from slight trauma. 

Dark field examination of some of the discharge revealed large numbers of the 
spirilli of Vincent and-fusiform bacilli. Smears stained for tubercle bacilli gave 
negative results, as did serologic tests for syphilis and examinations of sputum 
for tubercle bacilli on seven occasions. 

Roentgenograms of the chest showed a picture characteristic of active pul- 
monary tuberculosis with early cavity formation at the apex of the left lung. 

Histologic examination of a specimen taken from the larger ulcer in the mouth 
presented the picture of tuberculous granuloma. There was a decided cellular 
infiltrate of small round cells, with numerous giant cells of the Langhans type. 

For the past month the patient has been hospitalized in the tuberculosis division 
of the City Hospital. Her general physical condition has improved somewhat, 
and some improvement in the lesions in the mouth has followed treatment with 
filtered roentgen rays. 

DISCUSSION 


Dr. J. R. Driver: There has been some improvement since she has been at 
City Hospital. The ulceration around the bases of the teeth, and particularly 
around the lower right molar, is much improved, and I am inclined to think that 
is the result of the roentgen therapy. It was never possible to demonstrate tubercle 
bacilli from smears, which seems rather strange, but the histologic picture was 
so characteristic that together with the pulmonary finding the diagnosis of tuber- 
culosis was unquestionable. 


_ Note-——About two weeks after presentation of this case a noticeable brownish 
pigmentation developed about the face, neck and upper part of the chest. The 
blood pressure became low, and the patient became weak. A clinical diagnosis 
of Addison’s disease was made. Two weeks later she died of circulatory failure. 
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At autopsy the diagnosis of pulmonary tuberculosis was confirmed, along with 
tuberculosis of the adrenal glands, which were approximately six times nor. 


mal size. 


Dermatosis Due to Vitamin A Deficiency. Presented by Dr. H. H. Jounsoy 
(from the Department of Dermatology and Syphilology, Lakeside Hospital), 


J. C., a bartender aged 52, had consumed from 1 pint to 1 quart (473 to 946 ¢c.) 
of whisky a day for four years prior to September 1938. His diet had been 
markedly deficient during that time, the estimated vitamin A intake being less than 
1,800 units per day. 

In April 1938 he noticed a painless lesion the size of a quarter over the leit 
tibia. This area gradually increased to about 8 cm. in diameter during the ensuing 
two months, and numerous bluish red quarter-sized lesions appeared on both legs. 
The skin became dry and pruritic. In September 1938 an extensive papular erup- 
tion appeared about the hair follicles, which has persisted. 

There is a generalized symmetric eruption involving the openings of hair 
follicles on the forehead, trunk, extremities and dorsa of the hands and feet and 
consisting of papules 3 to 5 mm. in diameter, of normal color in some areas and 
erythematous in others. There is no follicular plugging. Crusts are present on 
many of these lesions. On the arms, shoulders, thighs and legs there are dime- 
sized nummular erythematous lesions, showing excoriations, oozing and crusting. 
There are some edema of the lower half of each leg and diffuse erythema in these 
regions. 

Examination of the eyes revealed no xerophthalmia. The inguinal and femoral 
nodes were moderately enlarged, discrete and not tender. The liver was palpable 
2 fingerbreadths below the costal margin. Its edge was somewhat firm. The 
spleen was not palpable. 

Routine examinations of the blood and differential counts showed no abnor- 
mality. Serologic tests for syphilis gave negative results. Gastric analysis showed 
no free hydrochloric acid after histamine was given. Patch tests with medicaments 
previously used gave negative results. The ascorbic acid content of the plasma 
was 0.4 mg. per hundred cubic centimeter, and the biophotometric readings were 
very low. 

Histologic examination of tissue from a lesion on the leg showed the epithelium 
to be slightly thin. In the subpapillary layer there were local infiltrations of adult 
lymphocytes and an occasional large mononuclear cell. In these areas there were 
hyperemia and perivascular edema. 

The patient was placed on a high vitamin diet, including 125,000 units of vitamin 
A daily in the form of halibut liver oil. The local medication consisted of an 
ointment containing 15 per cent solution of coal tar N. F. and 5 per cent resorcinol. 
Olive oil was applied daily. Definite improvement has been observed after two 


weeks. 


DISCUSSION 


Dr. H. N. Core: The eruption did not especially affect the extensor surfaces. 
It was rather a diffuse process. I did not at first suspect the possibility of a rela- 
tion to a deficiency disease. Only after I saw the patient in the hospital and was 
able to study him carefully did that possibility occur to me. He does not show 
the characteristic keratotic and papillomatous types of lesions which are supposed 
to be seen with vitamin A deficiencies, as reported by C. N. Frazier and C.-K. Hu 
(Nature and Distribution According to Age of Cutaneous Manifestations of Vitamin 
A Deficiency: A Study of Two Hundred and Seven Cases, Arcu. Dermat. & 
Sypu. 33:825 [May] 1936). Nevertheless he had some keratosis pilaris. The 
biophotometric determinations certainly show a deficiency. To administration of 
vitamin A the patient has responded rapidly. The condition does not clear, accord- 
ing to Frazier, in a few days. It is a matter of weeks or even months. 


‘3 
ERS 


SOCIETY TRANSACTIONS 


Scleroderma. Presented by Dr. H. G. MiskJIAn. 


I. J., a single woman aged 22, had been in good health until three years ago, 
when lesions started in the groins; now and then new patches have appeared on 
various parts of the body. Since last summer the elbows have been affected. She 
has not taken any drugs. She weighs 127 pounds (57.6 Kg.). 

The changes in the skin are in the form of rather large dark brown cr brownish 
gray patches with, on the whole, sharply defined borders. These patches display 
4 striking symmetry with the exception of one patch on the left flank. The most 
extensive ones are in the region of the groins, one on each side forming a parallelo- 
gram about 10 cm. in length and extending an equal distance above and below 
the inguinal groove, the direction of which they follow. The upper and lower 
borders are sharply defined, forming almost a straight line. On palpation these 
borders reveal a bandlike induration 1.5 to 2 cm. wide. This induration is par- 
ticularly intense at the upper edge of the patch in the right groin, where a biopsy 
specimen was taken. Laterally each patch spreads out 6 to 7 cm. beyond the iliac 
spine, and medially it fades into the genitocrural region. The area of skin enclosed 
by these boundaries is thickened and somewhat leathery; its color is a mixture 
of brown and slate gray. The surface of the skin is somewhat shiny. The external 
genitalia are not affected. The genital mucosa is normal. 

A similar area of brownish hyperpigmentaticn occupies each axilla and spreads 
some distance downward along the inner surface of the arm and on the chest. On 
the left side this pigmentation is light; its limits are vague, and there is no indura- 
tion. On this dark background a number of small oval or irregular white vitiligo- 
like areas of atrophy stand out. In the right axilla the pigmentation is more 
intense and its borders more sharply defined, and there is some leathery thickening 
of the skin, more prominent along the edges than in the central portion of the 
lesion. 

On the anterior surface of each elbow there is a palm-sized area of slight 
pigmentation, with no appreciable change in the texture of the skin. 

On the back in the midline are two sharply defined irregularly oval patches 
measuring 3.5 by 7 and 10 by 6 cm., the first in the region of the lower dorsal 
vertebrae and the second between the iliac crests. 

On the left flank, about 3 or 4 cm. below the lower limit of the breast, is seen 
a sharply limited oval area of hyperpigmentation. Its horizontal diameter measures 
11 cm. and its vertical diameter 5.5 cm. Its center is less dark, but it reveals 
a leathery thickening through its whole extent. 

On the lateral half cf the right breast and on the adjoining skin there is hyper- 
pigmentation in the form of pinhead-sized brown dots, discrete or confluent. The 
appearance suggests pityriasis versicolor, but no spores or hyphae were seen. 

Around the umbilicus there are two small generalized irregularly oval areas 
of what appears to be nothing but vitiligo, but palpation reveals some thickening 
of the skin. 

The histologic examination showed relative thinning of the epidermis, with 
the interpapillary pegs fairly well preserved. There was a great increase in 
melanin in the cells of the basal layer and in some of the cells higher up. 

In the corium there were thickening and condensation of the collagenous bundles 
from the region of the papillae to the subcutaneous tissue. This picture was in 
decided contrast with the part of the section where the corium was more or less 
normal. 

Around the blood vessels and sweat glands was a slight degree of round cell 
infiltration, 

DISCUSSION 


Dr. H. N. Core: The lesions are rather extensive, but the sharply defined 
violaceous border that all the areas show makes me think this patient has the 
localized type of scleroderma. 
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Dr. Joun A. GamMeL: Does Dr. Miskjian have any explanation for the 
long linear demarcation ? 

Dr. H. G. Misxy1an: I have no explanation. At first glance it looks as jf 
the patient had applied something, but there is no such history. I have presented 
this case for the following reasons: 1. The unusual clinical features. 2. The pre- 
dominance of the hyperpigmentation over the other changes in the skin. In the 
differential diagnosis of the various melanodermas scleroderma should, therefore. 
be given some consideration. 3. The astonishing improvement brought about in 
a relatively short time by thyroid therapy. The intense boardlike induraticn of 
the right inguinal patch has considerably decreased after about six weeks of treat- 
ment with thyroid extract. Unfortunately no determination of basal metabolic rate 
could be done before the patient was given thyroid. 


A Case for Diagnosis (Erythema Perstans? Fixed Drug Eruption?). Pre. 
sented by Dr. E. W. NetHerton and Dr. Grorce HASKEL Curtis. 


R. E., a white married woman aged 42, has had a recurrent eruption on the 
arms for the past ten years. In recent months the attacks have become more 
frequent and more severe, and new lesions have appeared on the upper portion of 
the back and lower extremities. The eruption has always been preceded by 
“nervousness,” such as an emotional shock, a severe headache or nausea and 
vomiting. Within twenty-four hours bright red to violaceous edematcus rounded 
plaques varying in size from that of a coin to that of a palm would appear. The 
subjective sensation of burning was usually so severe that the patient required a 
sedative. There was some itching. Within about ten days the lesions disappeared, 
leaving hyperpigmented areas. With each attack the lesions recurred in the hyper- 
pigmented areas and new ones developed. No lesion has developed on the mucous 
membranes. 

The family history is unimportant. The patient is the mother of 7 children 
and has enjoyed good health with the exception of hyperthyroidism in 1934, A 
thyroidectomy was done at that time. She had taken an occasional cathartic since 
that time and had been taking a nerve sedative for the several months before 
coming under observation. 

The referring physician has carried on an investigation regarding previous drug 
therapy and stated that the eruption first appeared entirely independent of the 
use of any drug and that drugs for the relief of pain—morphine, atropine and 
bromides—were not used until three years after the onset of the condition. 

When this patient came under observation, rounded and irregular bright red 
to violaceous smooth edematous plaques varying in size from that of a coin to 
that of a palm were present on the hands, arms, neck, upper portion of the back 
and legs. Most of the lesions were on the forearms. As the acute reaction sub- 
sided the involved skin became hyperpigmented. In the central portions of the 
older lesions there were white or depigmented spots which varied in size and shape. 
These white spots were not raised or infiltrated and roughly resembled vitiligo. 
However, they were limited to areas which had previously been involved by the 
acute exudative process. At present there are no acute lesions. General physical 
examination showed no other abnormality. 

Laboratory and other investigations, including routine examinations of the 
bleod, serologic tests for syphilis, determinations of sugar and of cholesterol in 
the blood, studies of the nose and throat for foci of infection and a gastrointestinal 
examination, revealed no abnormality. 

Complete allergic studies were made, and no effect was noted from the patient's 
following a strict allergic regimen for fifty days. 

No recurrences of the eruption followed the administration of barbital and the 
medicines which she had been taking, phenolphthalein being tried on two different 


occasions. 


: 
: 
ae 


SOCIETY TRANSACTIONS 331 


\n autogenous vaccine (a culture of nonhemolytic streptococci, Staphylococcus 
albus, Staphylococcus aureus and gram-negative bacilli, obtained at duodenal 
drainage) has been administered for one and one-half months, with no apparent 
improvement. 

Tissue was removed from the left elbow for histologic examination. 

Changes in the corium produced some thinning of the epidermis and obliterated 
many of the interpapillary pegs. There were several layers of hyperkeratotic cells 
on the surface of the epidermis. The granular layer was thickened, and the rete 
mucosum showed some intracellular edema. The basal cell layer was intact. 

Edema and perivascular infiltration were scattered throughout the corium, but 
to a more marked degree in the papillary and the subpapillary region. The infiltrate 
consisted of lymphocytes and connective tissue cells. There was a prominent 
sprinkling of chromatophores throughout the upper part of the corium. 


DISCUSSION 


Dr. H. N. Core: I think this patient has a drug eruption. I do not see any 
other way to explain the intense pigmentation which persists. There is the charac- 
teristic history of erythema followed later by pigmentation, well known with certain 
drug eruptions. There may be changes in the corium such as this section shows. 
This patient, as one questioned her, gave a history of intense headaches for which 
she took no drugs. I doubt if the physician gave her all the medicine she takes. 
She probably takes other drugs. 

Dr. Henry ALBERT BrRUNSTING, Toledo, Ohio: There are both white and 
yellow phenolphthalein. One type can be used sometimes without a flare-up, while 
the other type causes difficulty. 

Dr. I. L. ScHonserG: I remember seeing an article, although I cannot say 
where, reporting a series of eruptions following the eating of certain icings on 
cakes. Pink icing contains a certain amount of phenolphthalein. 


Dr. E. W. NETHERTON: We thought of those things and have questioned this 
woman on many occasions. We feel as Dr. Cole does, that we have not obtained 
all the information. We think she does take medicine. E. W. Abramowitz 
(Reactions Due to Phenolphthalein: Study of Their Pathogenesis, Arco. DERMAT. 
& Sypu. $31:777 [June] 1935) stressed the idea that it makes no difference whether 
pure or impure phenolphthalein is used. I am interested in hearing about this 
from Dr. Brunsting, however. It may be that only a certain type produces an 
eruption. Many derivative or similar drugs were tested out by various observers 
and in no case were they able to produce a phenolphthalein eruption. 


Dr. H. G. Misxy1an: I have been puzzled for many years by the fact that 
phenolphthalein eruptions are not mentioned in the foreign literature. The foreign 
indexes stress the fact that they are to be found in the American literature. There 
may be something in American phenolphthalein which produces the eruption. That 
is true of Peruvian balsam, which produces an eruption here but not in other 
countries, 


Chancroid with Ruptured Bubo Treated with Sulfanilamide. Presented by 
Dr. W. F. Scowartz (from the Department of Dermatology and Syphilology, 
City Hospital). 

Case 1.—S. L., a man aged 44, was admitted to City Hospital on Nov. 21, 1938, 
with a history of penile sores and bubo for two and one-half months. The bubo 
had been incised shortly after its appearance. The penile ulcers and bubo had 
progressed in spite of local medication. At the time of admission there were 
several deep fissure-like ulcers at the margin of a phimotic prepuce. These ulcers 
were painful and had purulent necrotic bases. In the right groin there was a 1.5 
by 2.5 cm. deep ulcer with a thick crust and an underlying lake of pus. 

A cutaneous test with pus antigen gave a positive result. Smears both from 
the penile ulcers and from the draining bubo showed Ducrey’s bacillus. 
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The patient was given sulfanilamide on November 22, with a daily dose of 1) 
grains (6.5 Gm.) for two days, 80 grains (5.2 Gm.) for two days and 60 grains 
(3.9 Gm.) for five days. Fifteen days after sulfanilamide therapy was started the 
lesions were completely healed. No local treatment was used. 

Case 2.—T. H., a man aged 31, was admitted to City Hespital on Noy. 15, 
1938, giving a history of a penile sore and bubo for eighteen days. The bubo had 
ruptured four days before admission and many new ulcers had developed on the 
scrotum and inner surfaces of the upper parts of the thighs. Examination showed 
a crusted lesion on the dersum of the penis and several destructive ulcers with a 
purulent base on the scrotum and thighs, measuring up to 0.75 cm. in diameter. 
There was a 3 by 2 cm. deep ulcer with a purulent base in the left groin, at the site 
of the ruptured bubo. 

Smears showed the bacillus of Ducrey, and cutaneous tests with an antigen made 
from the pus gave positive results. 

He was given sulfanilamide on Dec. 1, 1938, and by December 12, all lesions 
except the bubo had completely healed. The bubo ulcer at present is about cne-hali 
its original size and is clear and granulating. 


DISCUSSION 

Dr. J. R. Driver: My associates and I are now using sulfanilamide in all 
eases of chancroid at the City Hospital. The results so far have been unusually 
good. When bubos have not developed the time required for healing is often less 
than two weeks. 


Dermatitis Medicamentosa from Sulfanilamide. Presented by Dr. Grraap 
Antuony DeOreo (from the Department of Dermatology and Syphilology, 
City Hospital). 

J. L., a youth aged 19, with gonorrhea, had received 40 grains (2.6 Gm.) of sulf- 
anilamide per day for two days. The medication was then stopped because of pain 
in the testicles. Three days later a generalized maculopapular scarlatiniform 
eruption developed; this was most pronounced on the ccvered portions of the body. 
No other medication had been given. 

Six days after the drug had been discontinued the sulfanilamide level of the 
blood was 0.2 mg. per hundred cubic centimeters. The vitamin C content of the 
plasma was normal. 


DISCUSSION 
Dr. H. N. Core: Photosensitization apparently was not a factor in the distribu- 
tion of this eruption, since it involves chiefly the covered pertions of the body. 
Dr. J. Encar Fisuer: Considering the large. number of patients who receive 
this drug, sensitivity as manifested by eruptions must be slight. 
. Dr. W. F. Scuwartz: At the City Hospital I have seen probably 8 or 9 
sulfanilamide eruptions. In 2 instances a rather severe exfoliative dermatitis 
resulted. In 1 of these hepatitis also developed. There have been 2 cases of severe 
granulcpenia. One case of agranulocytosis terminated fatally. 


Hodgkin’s Disease with Blood Picture of Myelogenous Leukemia. Pre- 
sented by Dr. Hat Etson Freeman (from the Department of Dermatology 
and Syphilology, City Hospital). 

W. M., a well developed and fairly well nourished Negro aged 57, has had 
a more or less generalized pruritic eruption for about three years. On Nov. |, 
1938, severe herpes zoster developed, invelving the right side of the face and neck. 
Ulceration developed, and he had great pain. 

The generalized eruption is most prominent on the thighs and legs and consists 
of firm nodules and papules with severe excoriations. There is generalized lymph- 
adenopathy, especially of the inguinal and epitrochlear nodes. The spleen is mod- 
erately enlarged, being just palpable below the ccstal margin. During the five 
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weeks’ hospitalization the temperature has varied from 37 to 38 C. (98.6 to 
100.4 F.). Bilateral foot drop was present and was interpreted as a Hodgkin 
infiltration of the part of the spinal cord innervating the tibial muscles. 

Retween Nevember 11 and December 12 the blood was examined seven times. 
During this time the red blood cells have decreased from 4,900,000 to 3,500,000. 
The white blood cells have increased from 19,000 to 24,000. The differential counts 
have shown a decrease from 62 to 35 per cent in polymorphonuclear leukocytes. 
The eosinophils have gradually increased, from 3 te 38 per cent. The large 
lymphocyte count has varied from 1 to 9 per cent. There were 19 per cent mono- 
cytes on admission, but the count has decreased to 2 per cent. Small lymphocytes 
have averaged 3 per cent and basophilic neutrophils less than 1 per cent. Basket 
cells averaged 6 per cent. Early myelocytes (promyelocytes) have averaged 5 per 
cent and were up to 10 per cent on the last examination. Myelocytes averaged 5 
per cent and granuloblasts 2 per cent. 

Histologic study of an enlarged inguinal lymph node showed hyperplasia. In 
areas the architecture was completely destroyed by dense infiltrations of abnormal 
cells. Several of these resembled reticulum cells; few mitoses were seen; 
eosinophils were numerous, and Reed-Sternberg multinucleated giant cells were 
present. Stains showed elaboration cf reticulum by only a few of the cells present. 
A diagnosis of atypical Hodgkin’s disease of the lymph node was made by 
Dr. Howard Karsner, professor of pathology, Western Reserve University, and 
Dr. John L. Work, pathologist, City Hospital. 

Study cf a large papule from the skin of the thigh showed the epidermis to 
be normal. In the corium were numerous focal collections of a pleomorphic cellular 
infiltrate. These cells were predominantly eosinophils and lymphocytes, with 
occasional plasma cells and endothelial cells and a few multinucleated giant cells 
which resembled a fusion of three or four large mononuclear cells. 

The pleomorphocytosis and the giant cells of Reed-Sternberg type allow a 
diagnosis of specific Hodgkin infiltration of the skin. 


DISCUSSION 


Dr. C. L. Cummer: Is this case presented as one of myelogenous leukemia ? 
It would be difficult for me to accept this diagnosis in the absence of splenic 
enlargement. 

Dr. H. N. Core: If this condition is actually Hodgkin’s disease of the skin, 
it is a most unusual type. Usually the cutaneous manifestations are due to metas- 
tases from the involved nodes. This case is also interesting from another stand- 
point, in that the patient had herpes zoster. Dr. Robert E. Barney reported a case 
cf this type before the American Dermatological Association (Zosteriform Leu- 
kaema Cutis, Arco. Dermat. & SypH. 37:238 [Feb.] 1938). 


Dr. Hat Etson Freeman: I am presenting this patient with a diagnosis of 
Hodgkin’s disease with the blood picture of myelogenous leukemia. The second 
biopsy specimen was examined yesterday, and three members of the department 
of pathology made an unqualified diagnosis of Hodgkin’s disease. The spleen 
is not definitely enlarged. Since the patient has been under observation the 
eosinophil count has increased from 3 to 38 per cent. The blood picture at present 
is that of myelogenous leukemia, but the histologic structure of the enlarged nodes 
and the involved skin is that of Hodgkin’s disease. 


Nore (April 20, 1939).—The erupticn on the skin has persisted, although it 
responded fairly well to roentgen therapy at first. The picture of chronic myelo- 
genous leukemia, first neutrophilic and later eosinophilic, has disappeared, and 
at this time there are no abnormal cells in the circulating blood. The basal 
metabolic rate ranges from +46 to +49 per cent. Yet the weight continues 
approximately stable. Bilateral foot drop has become more pronounced. Pain 
in the region of the healed herpes zoster has continued, but is much less. The 
temperature is normal, Intradermal tuberculin tests with dilutions down to 1 :5,000 
of both human and bovine serum have given negative results. Recent roentgeno- 
grams of the chest showed evidence of beginning mediastinal infiltration. 
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A Case for Diagnosis (Fixed Lichen Planus-Like Drug Eruption? Lupus 
Erythematosus?). Presented by Dr. Marion B, SULZBERGER. 


J. L., a Mexican aged 45, a carpenter, a patient of Dr. I. Botvinick, had a 
chancre on the penis and buboes in both inguinal regions about twenty-five years 
ago. From the buboes purulent material drained. At that time the patient received 
four intravenous injections and a liquid preparation by mouth. Two years ago 
he had recurrent sore throat. In May 1937 he noted slightly pruritic lesions oy 
the ear lobes. In September 1937 alternating injection of neoarsphenamine and a 
bismuth preparation was instituted. In July 1938, after a week’s exposure to the 
sun’s rays at the beach, he noted an eruption on the arms and ankles. The erup- 
tion was pruritic after each intravenous injection but nonpruritic after intra- 
muscular treatment. The condition has persisted, and the patient believes it has 
become gradually darker. The patient received a total of twenty-five injections 
of neoarsphenamine, thirty-nine of bismuth subsalicylate and eight of silver 
arsphenamine. 

The patient has been married thirteen years and has 2 children living and well. 
His wife had no miscarriages, abortions or stillbirths. The Wassermann reactions 
of his wife’s and his children’s blood were negative. 

Physical examination showed perforation of the soft palate. The tonsils were 
enlarged. The blood pressure was 148 systolic and 98 diastolic. There was some 
cardiac enlargement to the left. The second aortic sound had tambour qualities. 
The liver and the spleen were not palpable. Scars of buboes and of a penile lesion 
were present. The left pupil was slightly larger than the right, and the margins 
were irregular; the pupils reacted to light and in accommodation. There was 
thickening and no tenderness on pressure of the ulnar nerve. The deep reflexes 
were overactive in the lower extremities, but were equal. There were no anes- 
thetic or other sensory changes. The basal metabolic rate was +9 per cent. 
Roentgen and fluoroscopic study revealed no abnormalities. Examination of the 
blood and urine gave negative results. Examination of the cerebrospinal fluid 
showed 6 cells (lymphocytes). The Pandy test gave negative results. The 
Wassermann and the Kahn test were positive. 

The lesions involve the lobes of the ears, the extensor surfaces of the elbows, 
the outer aspect of the right and the inner aspect of the left ankle. They are 
lichenoid and bluish red and have glossy surfaces with serpiginous erythematous 
infiltrated borders. On the elbows the central portions of the large plaques are 
somewhat depressed below the surface, except at the borders. The lesions on 
the ear lobes are agglomerations of small bluish red nodules with some tendency 
to scaling. 

Histologic examination showed hyperkeratosis and an increased granular layer. 
There was a bandlike cellular infiltrate beneath the epidermis, with some bands 
of infiltrate going deeper into the cutis. Some periarteritis and perivascular infl- 
trates, mainly of small round cells, were seen. 


DISCUSSION 


Dr. Witpert Sacus: On the basis of the clinical features, the location, the 
various colors of the lesions and the enlargement of some of the nerves, especially 
the ulnar, I should suggest a tentative diagnosis of leprosy. The positive Wasser- 
mann reaction would not be against that diagnosis. 
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However, the microscopic picture did not fit in with that diagnosis. A cellular 
infiltrate in the upper part of the cutis extended down between the collagen bundles 
to the deep part of the cutis. I thought I could detect a few histiocytes. The blood 
yessels were somewhat thickened and there was considerable pigment in the upper 
part of the cutis. I could not see any foam cells (lepra cells). 

Dr. THEODORE RosENTHAL: When I first saw the patient the diagnosis of 
leprosy occurred to me also, because of some suggestion of leonine facies. There 
is no doubt that the ulnar nerves are thickened. The skin on the dorsa of the 
hands is atrophic, and there is slight but definite atrophy of both thenar eminences. 
On the other hand, the distribution and appearance of the lesions suggest chronic 
dermatitis of the mneurodermatitis variety, possibly induced by antisyphilitic 
medication. 

Dr. CHartes Wo tr: I believe this man is suffering from chronic lichenified 
eczema. He may have leprosy, but the particular eruption confronting the assembly 
js nothing more than lichenified eczema. 

Dr. Lours CHARGIN: It is extremely difficult in this particular case to establish 
a definite diagnosis on purely clinical grounds. One can see lesions that fit in 
with leprosy—the lesions on the ears, for example. The eruption on the arms 
strongly suggests neurodermatitis, while the lesion on the leg resembles a fixed 
drug eruption. Which of the three diagnoses is correct I do not know. 


Dr. ARTHUR SAYER: There seems to be little doubt that this man has clinical 
signs of leprosy, evidenced by the presence of the enlarged ulnar nerves. However, 
from the appearance of the cutaneous eruption, he is showing toxic manifestations 
of the arsenical medication he has been receiving and reacting with a fixed type 
of eczematous eruption. Every time he receives an injection of arsphenamine, this 
eczematous eruption seems to flare up, with an itching and burning sensation. 

Dr. Marion B. Sutzpercer: I must say it is interesting that Dr. Sachs had 
the idea that this condition might be leprosy, just from the histologic section, 
without knowing that the man was a Mexican and without knowing the history. 
However, I do not think one can make a diagnosis of leprosy on the mere 
presence of histiocytes. 


Linear Nevus. Presented by Dr. Eucene F. Ketey. 


W. J., a youth aged 18, presents a lesion on the left arm and shoulder of five 
months’ duration, On the radial side of the flexor surface of the left wrist, 
extending in linear formation on the arm and over the shoulder and posterior 
axillary fold, there are yellow-brown reticular macular lesions. On the shoulder 
and posterior axillary fold are discrete macules the size of a pinhead, 


DISCUSSION 


Dr. Witpert Sacus: Recently I had the opportunity of seeing the slide in 
a case of similar involvement. A man had the eruption on both legs and feet, 
and a diagnosis of purpura annularis telangiectodes (Majocchi) was made clini- 
cally. Microscopically the diagnosis was hemangioendotheliosis, a type of vas- 
cular nevus. 


Dr. CHartes Lerner: This condition appeared so late in life and evolved so 
rapidly that I question the diagnosis of nevus. I do not consider a hemorrhagic 
and purpuric lesion a nevus merely because it assumes a linear configuration. 
I was unable to dehematize a singe area under diascopic pressure. Furthermore, 
a vascular nevus would be of much brighter color. 


Dr. SAMUEL M. Peck: I cannot agree that this eruption is a nevus because 
of the presence of purpuric lesions. It puzzles me because of the localization. If 
I saw the same symmetric lesions on the legs, I should not hesitate to make a 
diagnosis of Schamberg’s disease, thereby designating a fragility of the blood 
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vessels which appears at a certain age on the lower extremities, gradually pro. 
gresses and then becomes hemorrhagic. I looked carefully for the primary lesion 
of Majocchi’s disease, i. e., the tiny telangiectasis around the hair follicle, byt 
failed to find it. 

I must say that the more I study this group of diseases, the more difficult | 
find it clinically to make a differential diagnosis. I have never seen Majocchi’s 
or Schamberg’s disease begin on the arm as it did in this case. If either disease 
is present it is a unique example. A differential point between nevus and the 
group mentioned is that the latter has features of fragile capillaries. One can tell 
by histologic study whether it is Schamberg’s or Majocchi’s disease, but not 
clinically. One can tell clinically, however, whether there is capillary fragility, 
With a real nevus fragile capillaries are absent. Here is where the intradermal 
venom test would be of great help. I never saw a positive reaction in a young or 
an old person with a nevus. One might get a positive reaction to the tourniquet 
test. The patient showed a negative reaction on one arm and a positive one on 
the other. I should consider the tourniquet test a test of capillary fragility. 

Dr. Maurice Umansky: In calling the disorder linear nevus the presenter 
most likely did not have in mind the ordinary warty linear nevus. I also believe 
that the group of diseases to which angioma serpiginosum and Majocchi's, 
Schamberg’s and Gougerot and Blum’s disease belong has to be considered. In 
a certain sense angioma serpiginosum is of nevoid origin, since it takes origin 
sometimes from a vascular nevus. 

Dr. Evcene F. Ketiey: My first clinical impression was of Schamberg’s 
disease. Of course it is a disease, as a rule, of the lower extremities, and in this 
case the lesions are on the arm. Some of the red spots are telangiectatic and can 
be found on the shoulder and posterior axillary fold. 


A Case for Diagnosis (Morphea?). Presented by Dr. Artur Sayer. 


J. R., a school girl aged 8 years, born in the United States, came to the clinic 
of the Morrisania City Hospital on Oct. 21, 1938. The mother states that the 
lesion has been present for the past six months and that there has been no change 
in configuration or size since the onset. There are no subjective symptoms. 

The patient presents a solitary oval lesion about 3 by 2 inches (7.6 by 5 cm.) 
with an elevated pinkish border about 4% inch (0.6 cm.) wide and a center showing 
slight brownish pigmentation. The red border can be readily blanched by pressure 
with the finger, but the color reappears after the pressure is removed. The child 
appears to be in good health, well nourished and well developed. There is no 
history of tuberculosis in the family. 

Examination of the urine gave negative results. Examination of the blood 
showed 80 per cent hemoglobin, 4,320,000 red cells and 7,600 white cells. The 
differential count showed 40 per cent polymorphonuclears, 44 per cent lymphocytes, 
4 per cent monocytes and 4 per cent eosinophils. The Wassermann reaction was 
negative. 

Histologic examination of the center of the lesion showed the epidermis to be 
normal. There was a sparse cellular infiltration of round cells and plasma cells 
in the entire corium, with no special arrangement or tendency to grouping around 
blood vessels. The collagen bundles of the connective tissue showed moderate 
edema and some disarrangement throughout the corium. 


DISCUSSION 
Dr. Witeert Sacus: I think this condition might fit in with the edematous 
stage of scleroderma. Stains for elastic tissue should be used. 
Dr. Maurice Umansky: I think the diagnosis should ‘be morphea. The 
border of the patch is not exactly violaceous or lilac colored, but the center of the 
lesion is whitish and of different color from the peripheral portions. 
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Dr. THEeoporE Ros—ENTHAL: While I am inclined to agree with the diagnosis 
of localized scleroderma, I do not think the condition is typical, because it lacks 
the characteristic tense edematous shiny hidebound feel. It feels more supple than 
ordinary scleroderma. 

Dr. CHARLES LERNER: In this type of scleroderma the typical hidebound feel 
is not always present on palpation. In my opinion the condition is typical 
morphea, since it has the waxy or lardaceous aspect as well as the play of colors 
that often goes with it. 

Dr. ARTHUR SAYER: Everybody seems to agree with the diagnosis of morphea, 
and that is my personal opinion as well. The histologic examination, made recently, 
corroborated this diagnosis. I must state, however, that there has been variation 
in color at different times, and this suggested the possibility of the solitary multi- 
form erythema-like lesion which B, Lipschitz described (Arch. f. Dermat. u. Syph. 
118:349, 1913; 143:365, 1923). 


A Case for Diagnosis (Melanoderma as a Result of a Chronic Eczematous 
Process?). Presented by Dr. Marion B. SULZBERGER. 


H. K., a tailor aged 50, a patient of Dr. I. Botvinick, noticed “white spots” on 
the body and extremities after a robbery fifteen years ago. In November 1937 
a weeping eczematous eruption appeared in the groins, spread to the hands and 
finally involved the entire body. He was admitted to the Kings County Hos- 
pital, Brooklyn, in March 1938, and was discharged in June. The diagnosis was 
toxic dermatitis or dermatitis herpetiformis. He was readmitted in July and 
remained for one month. The diagnosis was changed to allergic eczema. He was 
admitted to Montefiore Hospital for Chronic Diseases on Jan. 6, 1939. 

Physical examination showed pyorrhoea alveolaris, enlarged tonsils, external 
and internal hemorrhoids and generalized arteriosclerosis. 

The patient presents generalized hyperpigmentation sparing symmetric areas 
on the palms, volar aspects of the fingers, cubital fossae, axillas, buttocks, popliteal 
spaces and soles. There are great thickening and lichenification of the skin of 
the neck, shoulders and extremities. There is alopecia of the eyebrows, scalp, 
axillas and pubic regions. The nails show longitudinal ridging, slight pitting 
and proliferation of the nail beds. Generalized lymphadenopathy is present. 
Numerous scratch marks on the extremities and body are seen. 

Examination of the urine gave negative results. Examination of the blood 
showed 86 per cent hemoglobin and 10,750 white cells. The differential count 
showed 73 per cent polymorphonuclears, 12 per cent eosinophils and 15 per cent 
lymphocytes. The Wassermann and the Kahn reaction were negative. Chemical 
examination of the blood gave results within normal limits. Dextrose tolerance 
studies gave normal results. The electrocardiogram showed left axis deviation. 
The basal metabolic rate was +10 and +11 per cent on two determinations. 
Roentgenograms of the chest showed a small shadow at the base of the right 
lung. This was probably due to a small pleural effusion. The lungs themselves 
showed no abnormality. The heart was normal. 

Histologic examination of an inguinal node showed marked hyperplasia. There 
seemed to be an increase in reticular cells throughout the cortex. A few large 
macrophages contained melanin-like pigment. The diagnosis was hyperplastic 
lymphadenitis with melanin pigment. 

Histologic examination of a section of the skin from the inguinal region 
showed atrophy of the epithelium. There was some increase in pigment in the 
lower layers. The underlying corium contained a scattering of lymphocytes, 
occasional plasma cells and fibroblasts. These cells were arranged for the most 
part about the small vessels in the upper layers of the section. In some areas 
an occasional eosinophilic leukocyte was present. 
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A Case for Diagnosis (Melanoderma as a Result of a Chronic Eczematous 
Process?). Presented by Dr. Marion B. SULZBERGER. 


S. L., a clothing peddler aged 67, a patient of Dr. I. Botvinick, states that 
twelve years ago he had an infection of the right great toe, which spread to the 
leg. He was treated by his local physician and recovered after one year. Six 
years ago he was treated at the Jewish Hospital, Brooklyn, for generalized der- 
matitis with severe pruritus and was discharged with no residual changes in the 
skin. Four years ago he was bedridden for twelve weeks, because of generalized 
dermatitis with chills, fever and prostration, and was treated by a local physician, 
Two years ago he had another recurrence of the same process and was treated 
at the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital and at the New York City Hospital. At the New York City Hospital 
the right breast was removed, and the pathologic diagnosis was chronic cystic 
mastitis. An axillary node removed two weeks later revealed chronic lymph- 
adenitis. During hospitalization at the New York City Hospital, generalized 
hyperpigmentation was noted for the first time. The cutaneous condition has 
persisted since the last recurrence, which was two years ago. In February 1938 
an inguinal gland was removed at Israel-Zion Hospital, Brooklyn. It revealed 
chronic lymphadenitis, 

The patient was admitted to Montefiore Hospital for Chronic Diseases on 
November 27. Physical examination revealed cardiac enlargement to the leit, 
extrasystole, enlarged tonsils and prostate and complete edentulism. The patient 
presents generalized thickening, lichenification and hyperpigmentation of the skin. 
There is depigmentation at the site of a healed burn on the right arm. Generalized 
painless lymphadenitis is present. The hyperpigmentation extends into the buccal 
mucosa. There are longitudinal ridging and yellowish opacity of the nail plates 
and moderate proliferation of the nail beds. In addition, there is senile alopecia 
with patches of alopecia in the axillas and pubic regions and on the legs. During 
the patient’s stay in the hospital it was noted that the skin is sensitive to adhesive 
tape and to petrolatum, 

Examination of the blood showed 90 per cent hemoglobin, 16,150 white cells 
and 4,230,000 red cells. The differential count showed 45 per cent polymorpho- 
nuclear leukocytes, 42 per cent lymphocytes, 9 per cent monocytes, 3 per cent 
eosinophils and 1 per cent basophils. The Wassermann and the Kahn reaction 
were negative. The chemical examination of the blood and the dextrose tolerance 
studies gave results within normal limits. 

Roentgenograms of the skull showed the sella turcica to be large but within 
normal limits. There was no evidence of absorption of the floor of the posterior 
clinoid processes. Roentgenograms of the chest showed moderate enlargement 
of the left ventricle. Infiltrations were scattered throughout the lower lobe of the 
right lung, and a few were noted in the lower lobe of the left. The findings 
indicated chronic nonspecific fibrosis, without clinical significance at the present 
time. (The patient was exposed to organic dust thirty years ago, when he traded 
in wheat.) 

Puncture of sternal marrow showed a marked increase in eosinophilic myelo- 
cytes and eosinophilic polymorphonuclear leukocytes. There was no evidence of 
leukemia. Histologic examination of an axillary node showed the follicles 
prominent, but the ceritral portions had decided proliferation of reticular cells 
with occasional foci of cellular necrosis. Great proliferation of reticular and endo- 
thelial elements throughout the node and masses of infiltration with plasma cells 
were present in the vicinity of the follicles. Occasional eosinophilic leukocytes 
were seen, and a number of macrophages contained brownish pigment. The his- 
tologic diagnosis was chronic proliferative lymphadenitis. 

Histologic examination of skin from the back showed the cornified layer of 
epithelium to be practically absent. The epidermis was somewhat atrophic. 
Beneath the epidermis were several nodules of cellular infiltration, consisting of 
lymphocytes, fibroblasts, occasional eosinophilic leukocytes and few plasma cells. 
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The electrocardiogram showed delay in intraventricular conduction and regular 


sinus rhythm. 
DISCUSSION OF TWO CASES 

Dr. SAMUEL M. Peck: I recently saw a patient with a picture of hyper- 
pigmentation identical with that of these patients. The picture always seems to 
be the same. First there is an eczematous process followed by severe pigmen- 
tation. In addition, the epidermis apparently is unable to throw off its pigment 
normally through the scales, but deposits it below the epidermis in the cutis. 
This can be called a form of autotattoo. Other factors besides the eczema may 
result in excessive deposition of pigment beneath the epidermis. 

Dr. Marion B. Sutzpercer: One of these patients had a previous attack, 
when the skin became absolutely blue-black and then on recovery returned to 
normal color, The skin ordinarily does not become so black merely from a 
chronic inflammatory process; there must be some other underlying factor. One 
sees many patients with just as much and the same type of cutaneous involvement 
without this degree of melanoderma. I might remark that both patients are 
dealers in dyed clothes and furs. I do not know whether their occupation has 
anything to do with the dermatitis. 


Note.—This patient was subsequently shown to be extremely hypersensitive to 
dyed leather and to clothing. 


Sarcoidosis. Presented by Dr. PAut Gross and Dr. Lupwicg SCHWARZSCHILD. 


L. C., a Negress aged 33, born in North Carolina, was admitted to the Hos- 
pital for Joint Diseases on Sept. 14, 1936. She complained of nausea, swelling 
of the abdomen, progressive weakness and an eruption of the face. She had lost 
considerable weight during the preceding five months. 

Physical examination showed the lungs to be normal except for increased 
resonance under the base of the right. The liver was enlarged, its border extend- 
ing to 5 fingerbreadths below the costal margin. The spleen on deep expiration 
extended below the costal margin. The temperature was 102 F. 

Numerous skin-colored soft tumors varying in size from that of a pinhead to 
that of a split pea are present on the upper eyelids, in the nasolabial region and at 
the vermilion border of the lips. The axillary and inguinal and some of the cervical 
lymph glands are enlarged and shotty but not tender. Of the numerous laboratory 
findings, only the following should be mentioned: The Wassermann and the Kahn 
test were negative. The tuberculin test with dilutions of 1: 1,000,000 and 1: 100 
gave negative results, 

Histologic examination of an axillary lymph node showed noncaseating epi- 
thelioid tubercles with giant cells. Nodules from the skin of the eyelid showed 
a sharply defined epithelioid tubercle, with giant cells reaching up to the papillary 
layer of the cutis. There was no evidence of necrosis and no well defined 
lymphocytic wall. 

Roentgen examination of the chest showed a fusiform mass in the superior 
mediastinum, but no abnormality of the lung. Roentgenograms showed enlarge- 
ment of the liver and spleen. Roentgenograms of various bones including the 
hands revealed no abnormality. 

The patient was discharged from the hospital in December 1936, but was fre- 
quently seen in the outpatient department. On March 19, 1937, roentgenograms 
of the chest revealed tuberculosis of the upper lobes of both lungs. Roentgeno- 
grams of the hands and feet showed no abnormalities. On October 11 the spleen 
was found to be normal in size and the liver only slightly enlarged. On October 
18 the tuberculin test with a dilution of 1: 1,000 gave a positive reaction. On 
June 21, 1938, roentgenograms disclosed a few not very recent lesions in both 
infraclavicular areas and an enlargement of the hilar regions, containing numerous 
calcified deposits. 


i 
i 


AND SYPHILOLOGY 


ARCHIVES OF DERMATOLOGY 


340 


On September 15 the eruption on the face had completely disappeared, byt 
small papular lesions had developed on both ankles and the lower third of the 
left ieg. Histologic examination of one of these nodules revealed numerous dis- 
crete and conglomerate epithelioid cell tubercles in the midportion of the corium, 
some containing Langhans giant cells. While the tubercles failed to show frank 
caseation, there was a definite impression that the lesions were different from 
those observed at the earlier histologic examination, particularly in the tendency 
to necrosis. The tuberculin test at this time with a dilution of 1: 1,000,000 gave 
a negative reaction, with a dilution of 1: 10,000, an indefinite reaction and with 
a dilution of 1: 5,000, a positive reaction. 


DISCUSSION 


Dr. Lours Cuarcin: I should like to stress a point of importance: When the 
patient showed lesions on the skin and no pulmonary findings the tuberculin test 
was negative, and eventually, when active tuberculosis of the lungs developed, 
the tuberculin test became positive and the sarcoid lesions disappeared. I have 
only recently observed a similar case, in which treatment with old tuberculin for 
several months produced remarkable improvement. During treatment a positive 
tuberculin reaction developed, and with it there was almost sudden disappearance 
of the cutaneous manifestations. Usually when the tuberculosis disappears, the 
sarcoidosis returns. 

Dr. Wireert Sacus: The original histologic examination of the eyelid and 
a lymph node showed numerous tubercles with little or no inflammatory reaction 
(sarcoid). I could see no caseation in the lymph node. 

Dr. Maurice UMANSKY: It is out of the ordinary that a lymph node excised 
when the patient was suffering from sarcoid lesions of the skin should show 
caseation on histologic examination. It is also unusual that at that time the 
tuberculin test gave a negative result despite the presence of definite tuberculosis, 
which was evident in the glandular structure. 

Dr. Henry Sitver: I presented the patient referred to by Dr. Chargin at the 
October meeting of this society. She had been previously presented before the 
Section of Dermatology and Syphilis of the New York Academy of Medicine 
(Arcn. Dermat. & SypH. 38:457 [Sept.] 1938) by Dr. William Leifer. It is 
remarkable how closely the conditions resemble each other clinically. 


Dr. Marion B. Sutzpercer: I think the question today is: In how many 
cases has sarcoidosis been proved to be tuberculous, in how many has it been 
proved due to other causes (syphilis; leprosy) and in how many has it been 
impossible to discover any etiologic factor? There can be no doubt that in some 
cases sarcoid is etiologically tuberculous and in others only simulates the tuber- 
culous form in every way, both histologically and clinically. 

The literature of internal medicine and of pulmonary disease has contained 
little original work on the cause of sarcoid reactions, just as it contains few 
objective experimental studies on the causation of other cutaneous reactions, such 
as erythema nodosum and erythema multiforme. 

I might add that internists are still young in the matter of the causation of 
sarcoidosis. Internists who have discussed the subject have not inoculated any 
guinea pigs in these cases, have performed no quantitative tuberculin tests and 
have not tried to demonstrate procutins or anticutins. I think that their opinions 
cannot be weighed against those of J. and W. Jadassohn, Martenstein, Volk and 
other dermatologists who have contributed the actual etiologic investigations and 
experimental studies of this subject in the past thirty years. 


A Case for Diagnosis (Zosteriform Herpes Simplex? Herpetic Sycosis?). 
Presented by Dr. Marton B. SULZBERGER. 
I. G., a man aged 27, has had an eruption on the face for the past year. This 
rash showed exacerbations and remissions. The patient had been well for the 
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past three months, until three days ago, when he went to a barber and had 
“ingrown hairs” removed. He subsequently noticed an eruption, limited to the 
leit cheek. 

On the left side of the face there are papular and nodular erythematous lesions 
the size of a lentil or a dime, some ill defined and others well defined and fairly 
hard, particularly so on the left submandibular area. Most of the lesions have 
4 central crust, There are discrete, tender, palpable and freely movable lymph 
nodes in the left submandibular area. 

The treatment consisted of application of 4% erythema dose (75 roentgens) of 
unfiltered roentgen rays to the left side of the face; injection of solution of posterior 
pituitary U. S. P. intramuscularly ; hot wet dressings of 1:60 solution of sulfurated 
lime, and application of 1 per cent sulfur in equal parts of chlorhydroxyquinoline 
ointment and petrolatum. 

At the first presentation the patient complained of drawing pain on the entire 
left side of the face and head. Two days later he had a few distinct vesicular 
lesions on the left cheek and marked erythema as well as slight swelling in the 
left submandibular area. 

DISCUSSION 


Dr. SAMUEL M. Peck: I saw this patient some time ago and made a diagnosis 
of a sycosiform eruption cf an unusual type. He stated that the eruption regularly 
followed being shaved by a barber. The condition responded well to treatment 
with chlorhydroxyquinoline ointment and sulfur. 


Dr. CHartes Wor: I should like to differ with the diagnoses suggested. In 
my opinion this patient is suffering from self-inflicted lesions caused by repeated 
picking. He shows evidences of a psychogenic disturbance. 


Dr. CHARLES LERNER: I should like to suggest erythema multiforme, possibly 
caused by absorption of some substance the barber may have used. My reason is 
that some of the lesions are of the iris type in configuration and color. I have 
also noticed several involuting lesions. 


Dr. Marion B. Sutzpercer: I think this erupticn is peculiar, and I do not 
know its cause; it seems to be herpetic. I called it “zosteriform’” because it is 
confined to the left side, consists of minute vesicles on elevated erythematous 
edematous plaques and is accompanied with mild adenopathy and pain of the 
neuralgic type. These lesions leave pitted scars. All these findings make it evident 
that the condition is not ordinary sycosis vulgaris or impetigo or furunculosis. A 
similar condition was described by H. Hruszek (in Wise, F., and Sulzberger, M. B.: 
Year Book of Dermatology and Syphilology, Chicago, The Year Book Publishers, 
Inc., 1935, pp. 505-511) and called folliculitis herpetica. 


Cheilitis Due to Lipstick. Presented by Dr. H. B. Femer. 


J. Z., a woman aged 28, born in Venezuela, was first seen at the clinic on 
Jan. 6, 1937. She complained of discoloration and burning of the lips. She had 
been using the same brand of lipstick for a long time, but about three months ago 
she had changed the color to red raspberry. On Dec. 18, 1938, she experienced 
burning of the lips, and there was a bluish discoloration on the everted portion 
of the vermilion border. Patch tests with the lipstick she had used gave a positive 
reaction. 

Patch tests with ingredients supplied by the Almay Pharmaceutical Corporation 
gave negative results. The ingredients tested were petrolatum, yellow wax, cetyl 
alcohol, paraffin, stearoricinol (a combination of stearic acid and caster oil), 
indelible dye no. 1 (tetrabromofluorescein), colors 2 (brilliant red), 3 (royal 
scarlet) and 4 (maroon Almay), perfume, eosin 0.5 in 80 per cent alcohol, rouge 
and oil of bergamot. Patch tests with lipstick of another make gave negative 
— The patient is allergic to short ragweed, giant ragweed, cocklebur and 
aust. 
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DISCUSSION 


Dr. SAMUEL M. Peck: Although I have observed a number of cases of cheilitis 
due to lipstick, I have never seen this peculiar type of pigmentation. 

Dr. Marion B. SuLzBercer: I have observed 1 other case of bluish discolora- 
tion of the lips following lipstick cheilitis. The patient was a young dark brunette. 
The pigmentation persisted for a long time. 

I should like to report my first case’ of cheilitis due to lipstick in which the 
perfume was proved to be the cause and the dyes were entirely innocent. The 
patient gave a strong positive reaction to the perfume and had no ‘reaction to 
any other ingredient, including the tetrabromofluorescein and other dyes. I have 
not yet had an opportunity to determine the ingredient of the perfume to which 
this patient is hypersensitive. 
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Book Reviews 


Dermatologie. By Professor Dr. J. Jadassohn. Cloth. Pp. 789. Vienna, Ger- 
many, and Berne, Switzerland: Verlag fiir Medizin, Weidmann & Co., 1938. 


Throughout his life Joseph Jadassohn was so generous in lending his stimulat- 
ing support and active assistance to the investigations and publications of others 
that not until his university connections were terminated did he find time for a 
systematic presentation of his comprehensive clinical and teaching experience. 

At the time of his death Jadassohn had completed the manuscript of his book, 
but its appearance in print is due to the efforts of Max Jessner, a former collab- 
orator and now his successor, and of Werner Jadassohn, the talented son of the 
author. For their act of devotion they have earned the gratitude of the medical 
profession. 

Under the direction of Jadassohn the dermatologic clinics of the university 
hospitals in Berne, Switzerland, and in Breslau, Germany, played an important 
part in the development and progress of knowledge of diseases of the skin. It 
therefore seems peculiarly appropriate that the man who was the moving spirit 
of this “development and progress” should summarize authoritatively the principles 
of his special branch of medicine. 

For the student, the logical exposition of the concepts involved and the sys- 
tematic arrangement of the subject matter make the treatise most serviceable for 
use as a textbook. 

For the physician in practice, the clarity and accuracy of the description of the 
characteristics of a pathologic condition are useful aids in arriving at a diagnosis. 
The definite and detailed advice as to the most promising mode of treatment is 
decidedly helpful. Although he emphasized the scientific side, Jadassohn’s motive 
for this work was primarily the benefit of the sick. 

To the advanced student with opportunities for research Jadassohn points out 
the fundamental problems that await solution and the extensive fields of the 
dermatologic terra incognita that require tilling. A feature not possessed by any 
other treatise is its critical, carefully balanced consideration of experimental results. 
The conservative though trenchant opinions expressed on these findings are inval- 
uable, since few aspects of investigative dermatology were left untouched by 
Jadassohn and his collaborators. 

Little space is consumed by historical introductions, Jadassohn taking the stand 
that it is more important to record what has his approval among the advances 
in diagnosis and treatment than to expatiate on obsolete hypotheses of causation 
and on discarded therapeutic measures. 

Jadassohn, however, lays on the shelf and rejects also certain principles and 
concepts which are still generally accepted by the majority of dermatologists. 

Although several textbooks ignore the classification of cutaneous lesions into 
primary and secondary, Jadassohn’s explicit condemnation of the division is char- 
acteristic of his desire for clearcut basic principles. 

As I do not consider it fair to an author to divulge his plot in a review, I 
refer the reader who is interested in Jadassohn’s alterations to the book, in which 
well documented explanations are to be found. 

Whether the absence of illustrations, which will no doubt be deplored by some 
readers, is due to certain extraneous circumstances or to Jadassohn’s conviction 
that the study of cutaneous diseases should begin with the patient the reviewer 
is unable to decide. The omission does not diminish, in the reviewer’s opinion, 
the usefulness of the book for reference. 
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The Common Diseases of the Skin: A Handbook for Students and Med- 
ical Practitioners. By R. Cranston Low, M.D. Third edition, Price, 
10 shillings, 6 pence. Pp. 319, with 148 illustrations (8 colored). Edinburgh, 
Scotland: Oliver & Boyd, 1939. 


The third edition of the excellent little book by Cranston Low is most welcome. 
It is practical and clearly written and contains 148 illustrations, which are 
extremely good. These include photographs of moulages and of patients and 
histologic and diagrammatic drawings, the latter being taken from the author’s 
collection. They are well chosen and excellently reproduced on heavy, glossy paper, 

The text is based on the author’s lectures to his students, and, as he says, many 
views, especially about causation, are necessarily dogmatic. The sections on 
therapy show the author’s experience and willingness to express definite opinions, 
In speaking of colloidal manganese, widely used in recent years (in England) for 
furunculosis, he says the “results are good in cases whicl: would probably cure 
themselves but in long standing cases of recurring boils, I have found it quite 
useless.” 

As certain dermatoses are not seen with equal frequency in Great Britain and 
the United States, some of the author’s statements may seem inaccurate to the 
average American reader. He says, for instance, that the commonest form of 
tuberculid is lichen scrofulosus, which holds true for Scotland but not for the 
United States. The thirteen drugs featured as causing eruptions include copaiba, 
morphine and boric acid. Of these, copaiba is now rarely used in the United 
States, while eruptions due to morphine or boric acid are infrequent in this 
country, considering the extensive use of the medicaments. 

A diagram showing the common sites of scabies includes the elbows and 
adjacent parts of the extensor surface of the forearm. This is not in accord with 
American experience. He gives roentgen dosage not in roentgens but in pastilles, 
a unit which no one in this country employs at the present time. A peculiar ter- 
minology is used for different grades of itching. He uses “neurodermitis” as a 
synonym for “pruritus” but states that he prefers “neurodermatitis” if there is 
much itching. A technical error is made in speaking of mites, such as Demodex 
folliculorum and the harvest bug (leptus autumnalis), as “insects.” 

The aforementioned criticisms are not of great importance and do not prevent 
the reviewer from expressing his opinion that the text is a valuable one for 
students and general practitioners and well worthy of inclusion in the library of 


the dermatologist. 


Practical Dermatology and Syphilis. By Harry M. Robinson, M.D. Price, 
$4.50. Pp. 397, with 439 photographs. Philadelphia: P. Blakiston’s Son & 
Co., 1939, 

This small textbook is essentially a compendium of dermatologic information 
arranged somewhat along the lines of R. Sabouraud’s “Elementary Manual of 
Regional Topographical Dermatology” (New York, Rebman Co., 1906). The 
introductory chapter embraces the whole field, presenting enough succinct funda- 
mental facts to permit a straight, if narrow, approach for a student of dermatology. 

The chapter on syphilis, although elementary, contains many practical up-to- 
date notes. 

In handling the clinical diagnosis according to the structure or distribution of 
lesions, the book offers a simple system to the beginner to aid in the orientation 
of his knowledge of the many cutaneous diseases. The complete index is a con- 
summate adjunct to the system. 

The numerous illustrations enhance the text. Although for the most part they 
are reduced too much and show many artistic defects in lighting, depth or sharp- 
ness of focus which make them unsuited for transfer to printing paper, they are 
saved by the legends and are eminently suited to the text. 

The book can be recommended to beginners in dermatology as a primer, with 
emphasis on the warning of the author about consulting a larger textbook fre- 
quently for reference and more comprehensive study. 
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